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ABSTRACT
The impact of traumatic injury goes beyond the physical aspect of the injury to 
encompass a range of psychological and social factors. The indirect cost due 
to injury may exceed the direct cost of medical care.
The majority of studies on patients’ experiences following traumatic injury 
have been conducted in Western countries with limited research in the Middle 
East. The current study’s aim was to explore patients’ experiences of 
healthcare services and rehabilitation following lower limb injury that 
necessitated emergency surgery in Saudi Arabia. Clinicians’ perspectives of 
the planning and delivery of care for these patients in emergency settings 
were also investigated.
A qualitative phenomenological approach was adopted using semi-structured, 
interviews with a purposive sample of 19 patients and 14 clinicians recruited 
through an orthopaedic department in a Riyadh hospital. Thematic analysis 
was used, drawing on the Biopsychosocial model as an overarching 
theoretical framework and the Illness Trajectory Framework.
Patients’ experiences were influenced by the availability of emotional support, 
their involvement in decision-making, and preparedness for treatment, 
including preoperative information. Belief systems, cultural and religious 
values were crucial in shaping patients’ experiences of and interactions with 
healthcare services.
The hospital admission process and the chain of referrals limited the time 
clinicians were able to spend with patients before surgery. Clinicians also 
identified challenges such as lack of continuity of care, administrative support, 
poor communication and inter-professional collaboration during healthcare 
delivery, some of which mirrored the perspectives of the patients.
Clinical practice in Saudi Arabia may benefit from a triage system to give 
clinicians more time for trauma care. There is a need to improve 
communication and inter-professional collaboration and for policy makers to 
review working conditions for healthcare professionals in the traumatic injury 
care sector. Future research should focus on the longer-term psychological, 
physical and social consequences of lower limb injury.
Key words: Injury, surgery, emergency, healthcare, culture, religion, 
recovery.
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ABBREVIATIONS
ADL: activities of daily living.
BSI: Brief Symptom Inventory.
CES-D: Clinical Epidemiological Studies Depression.
01: 95% confidence intervals.
CTAS: Canadian Emergency Department Triage and Acuity Scale.
DALY: disability-adjusted life year.
DoH (England): Department of Health.
DSM-III-R: Diagnostic and Statistical Manual of Mental Disorders, Third 
Edition.
DSM-IV: Diagnostic and Statistical Manual for Psychiatric Disorders.
ED: Emergency department.
FES: The Family Environment Scale.
GHQs: General Health Questionnaires.
MADS: Hospital Anxiety and Depression Scale.
HR: Hazard ratios.
ICUs: Intensive Care Units.
KSA: Kingdom of Saudi Arabia.
LEAP: Lower Extremity Assessment Project.
LL: Lower limb.
MDD: Major depressive disorder.
MOH: Ministry of Health.
PCL-C: Post-traumatic Stress Disorder Checklist.
Pbuh: Pease be upon him.
PHC: Primary health care.
PICQ: Physical Indicators of Coping Questionnaire.
PTSD: Post-traumatic stress disorder.
QWB: Quality of Well-Being.
RTAs: road traffic accidents.
RTW: Returning to work after injury.
SD: Standard deviation.
SF-36: Short form 36.
SIP: Sickness Impact Profile.
SOC-13: Sense of Coherence.
TBIs: Traumatic brain injuries.
THR: Total hip replacement.
WHO: The World Health Organization. 
YLDs: Years of life lived with disability.
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GLOSSARY OF TERMS
Adults: People aged between 18 and 60 years old.
Clinicians: Health care providers.
Collaborative member of staff: A person who collaborated with the 
researcher in the study without participation.
Emergency: Refers to a medical case that necessitates a direct admission for 
surgical intervention before discharge.
Emotional impact: Refers to the patients' feelings, either emotionally, 
psychologically, and/or mentally.
Injury: Any tissue damage to the lower limb recognised by hospital staff that 
necessitated emergency surgical intervention.
Intentional injury: Deliberate harm to self and/or others (Newman et al., 
2008).
Lower limb: The area between the iliac crest and the phalanges.
Rehabilitation services: Medical professions “that help a person keep, get 
back, or improve skills and functioning for daily living that have been lost or 
impaired because a person was sick, hurt or disabled. These services may 
include physical and occupational therapy, speech-language pathology and 
psychiatric rehabilitation services in a variety of inpatient and or outpatient 
settings” (Wells, 2012, p.32).
Supportive services: Social care professionals. In the Saudi Arabian 
context this is equivalent to social workers in the United Kingdom.
11
The Middle East: Is the region “comprising the lands around the southern 
and eastern parts of the Mediterranean Sea, a territory that extends from the 
Eastern Mediterranean Sea to the Persian Gulf (Covarrubias & Lansford, 
2007, p. 157).
Unintentional injury: An injury that is not inflicted by deliberate means (Friis, 
2012).
Wasta: The use of social connections to gain benefits and/or resources that 
would not be offered otherwise (Mohamed & Hamdy, 2008).
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PREFACE
This thesis came about as the result of several factors. The idea of doing 
research on patients' experiences after traumatic events was first introduced 
by Dr. Nicola Christie. Given my background as a physiotherapist, at first I 
was reluctant about doing research related purely to a physical disorder. I was 
thinking that as a physical therapist my primary and only goal should be to 
help patients regain their normal range of motion and strength to enable them 
to resume their daily activities. Other aspects such as social or psychological 
problems were not issues that I generally considered while setting my 
patients' short- and long-term goal plans.
However, I was encouraged by my supervisors to read the available literature. 
Reading previous studies about patients' experiences opened my eyes, and in 
fact I recalled several chapters of my own life.
Firstly, the experience of being a patient undergoing a surgical intervention 
was one that I had gone though. During hospitalisation I experienced what it 
was like to be vulnerable, seeking help, information and reassurance from the 
medical staff who were dealing with my condition. I remember buzzing the 
nurses' help button at two o'clock in the morning to inform the nurse that the 
intravenous (IV) bag was almost finished, believing that when the IV bag 
would be empty the IV machine would pump air into my vein, which can of 
course be fatal. In dealing with my concerns the nurse's attitude was 
inappropriate and cruel; she told me not to call the nurses' station unless it 
was urgent. The nurse did not explain to me how the machine works and that 
it stops automatically, nor did she comfort me about my concerns or reassure 
me that the nurses are there to help patients. This affected me negatively, 
resulting in difficulty in sleeping (because I kept monitoring the IV bag) and a 
desire to leave the hospital as soon as possible.
Secondly, another chapter of my life has been my work as a physical 
therapist. This has taught me the implications, significance, and above all the 
importance of good clinical practice. Many times, reflecting on a day's work.
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my experience has thrown light on the difficulties and the demanding 
implications of my profession, the ongoing requirement of fitness for practice 
and professional standards (NMC, 2004). In physical therapy, the variety of 
conditions, patient personalities and backgrounds seen in rehabilitation 
departments creates a wide range of complexities. This requires a depth of 
knowledge and experience regarding communication (i.e. the therapeutic 
dialogue), interpersonal skills, listening techniques, conversation style, and 
the patient-clinician relationship.
However, as a new graduate and a junior physical therapist it was difficult for 
me to deal with such difficulties, not knowing what to say or to what extent I 
should be involved, especially since I had not been taught or introduced to 
such issues during my undergraduate courses. Therefore, seeking advice 
from senior therapists was my only solution at that time, but the different 
views, experiences and personal attitudes of the senior therapists did not 
really help. In fact, they often confused me even more with their different 
views and conflicting opinions.
Finally, reflecting on my experience as a member of a rehabilitation team, I 
noticed that some patients manage to overcome their trauma and cope very 
well with life-changing hurdles and assimilate back into society, while other 
patients with similar or perhaps less complicated cases do not. However, 
neither my education nor my training helped me to deal with such a diversity 
of coping strategies.
All of this was an eye-opener for me, leading me to the critical appraisal of my 
own experiences and actions and to ask myself why there was a difference 
between the patients’ acceptance and coping abilities. I also reached a new 
interpretation of the meaning of health care, from a more multidisciplinary 
perspective. Therefore, I hope that my study will not only add to the 
development of Saudi Arabia’s health care, but also to develop my own 
knowledge and understanding of patients’ feelings, experiences and views. 
An outline of the organisation of this thesis is presented next.
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ORGANISATION OF THE THESIS
This thesis comprises six chapters, which are structured as follows:
Chapter 1. Introduction and background: The statement of the problem is 
discussed in chapter 1. This is followed by a consideration of the definition of 
injury. Finally, an introduction to the broad context of the Kingdom of Saudi 
Arabia and its health care system is presented.
Chapter 2. Review of the literature: This chapter critically discusses the 
predisposing factors to injury, patients' preparedness for surgery and the 
consequences of injury. This is followed by a discussion of the research 
literature related to the role of social support during recovery, as well as the 
role of culture and religion in the Saudi healthcare context. Finally, the study's 
theoretical framework, aims and research questions are presented.
Chapter 3. Methodology: To help answer the research questions, a 
qualitative methodological approach was used in the current study. Using 
such a methodology enabled the researcher to explore and probe deeply into 
patients’ experiences as well as healthcare professionals’ views regarding the 
healthcare services provided in emergency settings.
Detailed information on the study’s methodology is presented in this chapter 
and outlined as follows: research philosophy, research approaches, research 
design, pilot study, sampling, ethical considerations, recruitment method, data 
collection and data analysis followed by a summary of the chapter.
Chapter 4. Findings: The findings obtained during the data analysis process, 
including the demographic data from all the study participants (patients and 
clinicians) as well as the qualitative findings from the two participant groups, 
are presented in this chapter.
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Chapter 5. Discussion: The main findings to emerge from the data analysis are 
discussed in relation to existing relevant, research literature. This is followed by 
an examination of the research limitations, sources of bias and strengths, and 
implications of the recruitment strategy. The implications of the study’s findings 
for practice, policy and future research are also considered.
Chapter 6. Conclusions: A brief overview of the study’s main findings is 
presented in the final chapter.
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Chapter 1 : introduction and background
This thesis is focused on 1 ) patients’ experiences of lower limb injuries that 
necessitated emergency surgical intervention in Saudi Arabia, and 2) 
healthcare professionals’ perspectives of the planning and delivery of care for 
these patients in emergency settings and their experiences of treating this 
patient group. This chapter provides a statement of the problem that underlies 
the rationale for conducting this research. This is followed by a discussion the 
complexities involved in defining injury. Finally, a broad introduction to the 
context of Saudi Arabia and its health care system is given.
1.1 Statement of the problem
Traumatic injury is a condition that has been given substantial academic 
attention over recent decades. This has largely been as a result of mortality 
and morbidity rates worldwide. For example, according to the World Health 
Organization (WHO) report for 2011, the regional estimates for mortality rates 
caused by injury were 9.1% worldwide, 6.1% in high-income countries^ (which 
includes Saudi Arabia), 8.8% in Africa^ and 7.5% in the European region^. 
However, the regional cause-specific disability-adjusted life year (DALY) 
estimates for the year 2011 due to injuries were 10.8% worldwide, 10.0% in 
high-income countries, 8.3% in Africa and 11.7% in the European region 
(WHO, 2011).
The WHO Non-Communicable Diseases country reports in 2011 showed that 
15% of the total deaths for all ages in Saudi Arabia were accounted for by 
injuries. More recently, Mandil et al. (2013) published a study giving an 
overview of current epidemiological data in the Eastern Mediterranean region 
(see Appendix 4), which revealed that injuries were among the leading causes 
of mortality and morbidity in this region. Rates were found to be even higher in 
the Gulf Cooperation Council countries.^ However, a limitation of the study is 
that exact rates were not provided. According to the Saudi Ministry of Health
 ^ Refer to Appendix 1
 ^Refer to Appendix 2 
 ^ Refer to Appendix 3 
Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, and the United Arab Emirates.
18
Statistic Book, mortality rates due to injury, poisoning and external causes in 
2008 were 19%; this rate increased to 21% in 2012. Additionally, in 2012, 
injury-related cases comprised 9% of the total emergency admissions to 
Ministry of Health hospitals across the Kingdom of Saudi Arabia. Of those, 
29% were related to falls and accidental injuries, 10% car and road accidents, 
5% foreign bodies/objects, 4% burns and others (i.e. drug and cleaning agent 
poisoning, firearm, drowning and rape, scorpion or snake bite, dog or other 
animal bite) (MOH, 2012).
Mokdad et al. (2014) analysed the burden of diseases, injuries and risk 
factors in the Arab world for 1990, 2005 and 2010 using data provided from 
the Global Burden of Diseases, Injuries, and Risk Factors Study 2010. Road 
injuries ranked as the second most common cause of disability-adjusted life- 
years in high-income^ Arab countries (7.7%) in 1990, and were the top cause 
of disability-adjusted I if e-years in 2005 and 2010 (8.5% and 8.4% 
respectively).
Descriptive epidemiological data from Saudi Arabia is difficult to find (Razzak 
& Luby, 1998; Bener et al., 2003). For example, Barrimah et al. (2012) 
conducted a study determining the epidemiology of road traffic injuries in the 
Qassim region, Saudi Arabia. The authors collected data from two formal 
sources; the traffic police department as well as from emergency and 
outpatient departments in major hospitals in the Qassim region. The data 
obtained were inconsistent; the mortality rates due to road traffic accidents 
according to the health registration data were almost twice as high as the 
rates reported by the police in 2005 and 2010. For example, the rate of death 
in relation to the total number of accidents in 2010 was 2% according to the 
police reports, whereas the health registration data showed a mortality rate of 
5.7%.
Despite the challenges in obtaining epidemiological reports, in the literature 
trauma-related injuries have been reported to be a major health problem in
® Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, and the United Arab Emirates.
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Saudi Arabia, particularly road traffic accidents (RTAs) (Ansari et al., 2000; 
WHO, 2006 & 2013; Al-Naami et al., 2010). Ansari et al. (2000) indicated that 
the ratio of accidents to injuries is 8:6 in Saudi Arabia compared with the 
international estimate of 8:1.
Ageli and Zaidan (2013) stated that rapid changes in socioeconomic status in 
association with population growth contributed to the marked increase in the 
number of RTAs in Saudi Arabia; reported RTAs in the years 1995, 2001, 
2007 and 2011 (in thousands) were 100, 280, 300 and 500 respectively.
Losses to work productivity caused by injury have also received academic 
attention. For instance, Egger (1990) reported that in Australia the cost of 
sports injuries alone was estimated to be around £655.5 million per year. In 
2002 the National Safety Council in the United States reported that the annual 
cost of injury reached £393.3 billion (Whiting & Zernicke, 2008). In Saudi 
Arabia, a conservative estimate of the annual cost of road traffic injuries alone 
is 21 billion Saudi riyals (£3.6 billion) (Ansari et al., 2000; Al-Naami et al.,
2010). Furthermore, the cost of health care for individuals injured due to RTAs 
was 52.5 million Saudi riyals (£8.2 million) in 2002 (WHO, 2013).
Besides the economic issues, injury patients may suffer physically, socially 
and/or psychologically. More specifically, several prospective studies reported 
that injury patients experienced moderate levels of disability and changes in 
quality of life scores after injury, and delayed return to work for up to two 
years (MacKenzie et al., 1993; Holbrook et al., 1994; Bosse et al., 2002; Vies 
et al., 2005; Ponsford et al., 2008; Archer et al., 2010; Lyons et al., 2011; 
Kendrick et al., 2012b). For example, Ageli and Zaidan (2013) reported that in 
Saudi Arabia, the majority of RTA survivors require long-term rehabilitation 
programmes due to disability.
Orthopaedic trauma is a common cause of hospitalisation among young and 
adult populations (Clay et al., 2010). Lower limb injuries were reported to be 
the leading cause of trauma hospitalisation, with the lower limbs being a 
frequent site of injury (Chan et al., 1993; Thomas & Frampton, 1999; Kucera
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et al., 2005; Whiting & Zernicke, 2008; Archer et al., 2009). For instance, a 
transport research report conducted in the United Kingdom between 1998 and 
2007 indicated that lower limbs and the head were the most frequent sites of 
injuries (Cookson et al., 2008).
A study by Finkelstein et al. (2006) aimed to explore the estimated impact of 
injuries in the United States in the year 2000. The results showed that the 
upper and lower extremities of the human body were by far the most frequent 
sites of injury, comprising 30% and 25% respectively of all injuries. Also, 57% 
of serious injuries were accounted for by injuries to the lower limbs. Similarly, 
Sadat-Ali and Sankaran-Kutty (1987), who analysed injuries in one of the 
government hospitals in Al-Khoubar, Saudi Arabia, over a period of twelve 
months, found that the lower extremities were involved in 59% of all injuries. 
Of these, 16% were severe enough to require hospital admission.
Furthermore, studies have shown that the lower limbs are a common site for 
injuries sustained in both motor vehicle accidents and sports activities (Chan 
et al., 1993; Thomas & Frampton, 1999; Kuppa et al., 2001; Murphy et al., 
2003; Dischinger et al., 2004; Kucera et al., 2005; Hanna & Austin, 2008; 
Whiting & Zernicke, 2008). For example, Barnes and Thomas (2006) 
conducted a follow-up study of road injury survivors in the East Midlands of 
the UK. The results showed that lower limb injuries predominated in the study, 
forming 73% of the total.
In economic terms, lower limb injury is associated with great cost (Brussels,
2007). Dischinger et al. (2004) examined the consequences and costs of 
lower limb injuries using the Crash Injury Research Engineering Network 
database in the United States. The findings showed that in the year 2000 the 
hospital costs relating to injuries to drivers and passengers in the state of 
Maryland alone were estimated to be $49 million, of which 43% were 
attributable to lower limb injuries. Similarly, Morris et al. (2006) investigated 
the nature, type and consequences of lower limb injuries using data from the 
United Kingdom Co-operative Crash Injury Study, and found that lower limb
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injuries were by far the most costly injuries, accounting for 43% of the injury 
cost in both side-strike and front collisions.
Lower limb injuries can lead to long-term impairment and disability (Burgess 
et al., 1995; Kuppa et al., 2001; Dischinger et al., 2004; Read et al., 2004). A 
prospective cohort study was conducted by Holtslag et al. (2007) from the 
year 1999 through to the year 2000. The aim of the study was to describe the 
long-term outcomes (i.e. one year post-injury) of severe lower limb injuries 
which necessitated emergency care. According to the criteria of the American 
Medical Association, a mean permanent disability of 14% was found, while 
the Glasgow Outcome Scale indicated that 28% of patients were incompletely 
recovered and half of the patients reported difficulties in daily living activities 
and mobility. Similarly, Read et al. (2004) investigated the outcome of patients 
who had sustained lower limb injuries identified by the Crash Injury Research 
and Engineering Network. Patients were followed for one year post-injury. The 
findings showed that 46% of patients found difficulties in walking, and 22% 
were unable to return to work. MacKenzie et al. (2005) conducted a study to 
determine the long-term persistence of disability following severe lower limb 
injury. The study included 397 patients who had undergone reconstruction or 
amputation of a lower limb. The functional outcomes were measured using 
the physical and psychosocial sub-scores of the Sickness Impact Profile 
(SIP). The results indicated that the mean value for both the psychosocial and 
physical subscores of the SIP were significantly worse at seven years than 
they were at two years (p<0.05). Therefore, in terms of area of interest, this 
study will focus mainly on lower limb injuries.
Darrow et al. (2009) conducted an epidemiological study in the United States 
on sports-related injury data collected between the years 2005 and 2007 from 
100 nationally representative high schools. The findings showed that among 
the total number of reported injuries (n = 1,378), one in four severe® injuries 
needed surgical intervention, with over half of the interventions being knee 
surgery (53.9%). Clearly, injuries in general and lower limb injuries in
® Severe injuries were defined as “any injury that resulted in a loss of >21 days of sports participation” 
(Darrow et al., 2009, p. 1799).
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particular are a serious health problem across the world. Therefore, injury 
prevention and intervention have become focuses of attention for clinicians 
and researchers (Murphy et al., 2003). However, Rahim et al. (2014) argue 
that there is a gap between epidemiological data and policy response in the 
Arab world. They conducted research on non-communicable diseases in the 
Arab world and suggested that the Global Burden of Disease study, published 
in 1997, showed that cardiovascular disorders were the leading cause of 
mortality in the Middle Eastern crescent^. However, subsequent evidence 
suggests an expected increase in mortality rates (25%) for non-communicable 
diseases in the Eastern Mediterranean region (including Middle Eastern 
countries). The authors attributed this gap partially to the weakness of public 
systems, including healthcare systems, the complex social, political and 
economic environments in those countries, and lack of accountability, sex 
inequality, conflicts, poverty and corruption, as well as variation in the 
availability of resources for health expenditure, all of which affected health in 
the Arab world.
Surgical procedures can be categorised as either elective (i.e. planned) or 
emergency (i.e. unplanned) (Gilmour, 2005). Elective surgery is performed 
when patients are in good or optimal health, but with a health complaint that 
might affect their quality of life and/or threaten their lives. Surgical procedures 
are arranged at a predetermined and convenient time for the patient and the 
surgeon (Gilmour, 2005). On the other hand, emergency surgery is mostly as 
a result of trauma, perforated viscera or gastrointestinal obstruction, and 
surgical procedures are usually carried out within one to 48 hours following 
the injury (Gilmour, 2005).
Preparing patients to undergo surgical intervention involves a number of 
considerations, including psychological and educational preoperational 
preparation (Daltroy et al., 1998). In particular, for some procedures (such as 
total hip replacement), treatment programmes require up to five months of 
rehabilitation post-discharge. As far back as the 1950s and 60s, this led Janis
 ^The Middle East, the central Asian republics of the former Soviet Union, Africa, and Pakistan (Rahim et 
al., 2014).
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(1958) and Egbert et al. (1963) to introduce the idea of preparing patients for 
surgery. Since then, a number of studies have investigated the effectiveness 
of different interventions aiming to enhance and improve the coping skills of 
patients undergoing surgery (Langer et al., 1975; Mirô & Raich, 1999; 
LaMontagne et al., 2003).
However, this clearly raises the likelihood that patients who have an acute 
traumatic injury and who need emergency surgical intervention may be less 
well prepared, and this may influence their experience, how they cope with 
their injury and the impact it has on their lives. These considerations led the 
researcher to identify the need for a study to investigate patients’ experience 
after traumatic injury that necessitates emergency lower limb surgery, 
exploring physical, social and psychological aspects. The next section 
discusses the definition of injury.
1.2 Definition of injury
In the literature, it may be noted that there are certain dissimilarities regarding 
the definition of injury. Karwowski (2001) defined injury as “tissue damage 
from transfer to individuals of one of the five forms of energy (kinetic or 
mechanical, thermal, chemical, electrical or radiation)” (p. 1569). Alternatively, 
DiPrima and Benedetto (2008) defined injury as unintentional or intentional 
damage to an individual. A systematic review by Yeung and Yeung (2001) 
showed that there is no universal definition of injury; and each study defines 
injury independently according to the onset of the condition, the study 
population, and the location and/or the severity of the injury (Slobounov,
2008).
Slobounov (2008) highlighted the need for a clear conceptualisation of injury, 
in order to fully understand the existing studies and clinical practice. 
Therefore, this section of this introduction focuses on and discusses the 
definitions of injury.
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The World Health Organization Injury Surveillance Guidelines (2001) define 
injury as follows: “An injury is the physical damage that results when a human 
body is suddenly or briefly subjected to intolerable levels of energy. It can be 
a bodily lesion resulting from acute exposure to energy in amounts that 
exceed the threshold of physiological tolerance, or it can be an impairment of 
function resulting from a lack of one or more vital elements ... as in drowning, 
strangulation or freezing. The time between exposure to the energy and the 
appearance of the injury is short” (Holder et al., 2001; p.5). Early research on 
athletic injuries done by the Pediatric Orthopaedic Society of North America 
(2003) concentrated mainly on disastrous injuries and traumatic brain injuries 
(TBIs), whereas other studies have been more inclusive in defining injury as 
‘any tissue damage’, a definition which embraces even minor injuries (Junge 
at a!., 2002). However, it can be seen that both definitions involve the same 
core message, which is ‘tissue damage’ regardless of the severity of the injury 
(Holder at a!., 2001).
Langley and Brenner (2004) argued that the definition of injury in its current 
form does not support what is considered to be the business of injury control 
and prevention. For example, many authors take into consideration the 
psychological effect (the so-called psychological injury) that occurs as a result 
of injury, considering it to be a valid factor in the definition of injury regardless 
of whether or not there was actual physical damage (Holder at a!., 2001; 
Cryer at a/., 2004). The complexity of including psychological injury in the 
definition of injury rests on the fact that there is no theoretical definition that 
formulates boundaries for what exactly is considered to be a psychological 
injury (Holder at a/., 2001). The focus of this thesis was on lower limb injury; 
defined as any tissue damage to the lower limb, recognised by hospital staff 
and that necessitated emergency surgical intervention. The complexity and 
difficulty of assessing psychological injury is ackowledged, therefore patients’ 
were not included or excluded on that basis. Further details about the eligbility 
criteria are presented in chapter 3, sections 3.6.1.1 and 3.6.1.2.
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The next section gives a brief introduction to the context of Saudi Arabia, 
including geographical indications, language spoken, population, the 
healthcare system, and religious and cultural values.
1.3 Broad context of the Kingdom of Saudi Arabia
The Kingdom of Saudi Arabia (KSA) is the largest country in the Middle East, 
covering over 850,000 square miles (Mufti, 2000). In addition, Saudi Arabia is 
known for the occurrence of the birth of Islam within its territory (Hunter, 
1998).
The Kingdom of Saudi Arabia is bordered to the west by the Red Sea, and by 
the Arabian Gulf to the east. To the north the KSA is bordered by Kuwait, Iraq 
and Jordan, and to the south by Oman and Yemen. Arabic is the most 
commonly spoken language, but English is widely spoken and taught in all 
schools.
According to the World Bank Development Indicators, in 2011 the resident 
population of Saudi Arabia was reported to be 28.1 million. The population is 
young, with the median age estimated to be 26.7 and 24.4 years old for males 
and females respectively (CIA, 2013).
Since the discovery of oil, Saudi Arabia has developed rapidly in many 
aspects, including the healthcare sector (WHO, 2006; Albejaidi, 2010). The 
first healthcare department was established in 1925 in Mecca by a royal 
decree from King Abdulaziz (Al-Harthi & Al-Sihhah, 1999; Almalki et al.,
2011). The healthcare sector is managed by the Government through the 
Saudi Ministry of Health (MOH), and can be considered a national healthcare 
system that offers free medical care and healthcare services to all Saudi 
citizens (Baghdadi, 2011; Colliers, 2012). According to the Health Statistical 
Yearbook in 2011, there were 251 hospitals in Saudi Arabia, as well as 2,109 
primary health care (PHC) facilities.
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The first point of access to healthcare services in Saudi Arabia is through 
government-funded primary healthcare facilities, which deliver integrated 
healthcare services (curative, preventive and rehabilitative services) (Al- 
Yousuf et al., 2002; Aldossary et al., 2008; Alshammary et al., 2013). These 
services include aspects such as child healthcare, immunisation, chronic 
disease management, health education, management of communicable 
diseases and maternal healthcare (Al-Ahmadi & Roland, 2005). Primary 
healthcare clinics are scattered around the Kingdom serving a defined 
catchment population on the basis of residence (Al-Doghaither & Saeed, 
2000; Al-Yousuf et al., 2002; Alshammary et al., 2013).
Access to Ministry of Health hospitals is achieved through a referral system 
from PHC facilities (Aldossary et al., 2008; Almalki et al., 2011). Other 
healthcare facilities which are operated by government agencies, such as the 
National Guard, the Ministry of Defence, the Ministry of the Interior or 
Aramco, ® provide services to a defined population, typically their own 
employees and their families (Almalki et al., 2011). The private sector also 
contributes to the delivery of healthcare services in Saudi Arabia (Almalki et 
al., 2011). However, in emergencies and crises, all of these healthcare 
facilities operate to provide medical services to all residents (Mufti, 2000; 
Almalki et al., 2011).
In Saudi Arabia, much of the workforce in the healthcare sector is composed 
of expatriates of various nationalities (Miller-Rosser et al., 2006; Al-Mahmoud 
et al., 2012). For instance, the Health Statistical Yearbook (2011) showed that 
the total number of physicians working in the Ministry of Health was 33,999, of 
whom only 23% were Saudis. The proportion of Saudis versus non-Saudis in 
the total health workforce has been a source of serious concern for the 
authorities in Saudi Arabia (Mufti, 2000). The expansion of medical facilities 
and healthcare services by the MOH and other government agencies as well 
as the private sector has led to an increased need for healthcare 
professionals that far exceeds the supply available from the Saudi workforce
Saudi Arabian Oil Company.
27
in general (Mufti, 2000; Al-Mahmoud et al., 2012). Thus, to meet this 
shortage, healthcare agencies (both governmental and private) have their 
own departments for recruiting foreign manpower in different parts of the 
world, including the United Kingdom, the United States, Canada, India and the 
Philippines. Although there have been various sustained efforts towards the 
Saudisation® of the healthcare workforce, the healthcare sector still relies 
heavily on foreign labour due to a high demand for workers that outstrips the 
domestic supply (Mufti, 2000).
In Saudi Arabia, religion derived from the Quran^°, is one of the strongest and 
most influential factors in shaping culture and legislation (Peck, 1986; Al- 
madani, 2011). Saudi culture and religious beliefs are very much interrelated 
(Al-madani, 2011).
Muslims may take moral guidance and beliefs regarding everyday life events 
from verses in the holy Quran (Mehar, 2003). For example, some of the 
Islamic teaching that may guide or influence individuals' experience of 
unpleasant events is briefly summarised as follows:
- Believing that what happened is destined: “Never will we be struck 
except by what Allah has decreed for us; He is our protector. And upon 
Allah let the believers rely.” (AI-Tawbah, 9:51)
- Patience and prayers to help oneself to overcome the unpleasant 
event: “Believers, help yourselves through patience and prayers. Allah 
(God) is with those who have patience.” (al-Baqarah, 2:153)
- Those who are patient, may Allah reward them for their patience: 
“Verily, they who are patient in adversity will be given their reward in 
full, beyond all reckoning."(Az’zumur, 39:10)
The act of employing Saudi nationals in government and private sectors. 
’ The holy book of Islam.
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In Saudi Arabia the family is the focus of a person's life. It is the traditional 
foundation of society that goes beyond the first circle of relatives to include all 
members of the tribe (Cuddihy, 1999; Halligan, 2006). Tribes remain essential 
to the vast majority of the Saudi population in terms of their self-identity, the 
formation of social control networks and the provision of social support (Abu- 
Khusa, 1994; Al-Krenawi, 1999).
In a study by Halligan (2006), family involvement in Saudi society was 
described as fundamental to the experience of caring, and a significant factor 
in the social, emotional and psychological health of patients. The author also 
suggested that families in Saudi Arabia are viewed as the ‘primary decision­
makers' with regard to medical treatment, and often dictate care. Likewise, Al- 
Krenawi (1999) stated that “Arabs grow up as a part of a collective in which 
the individual's first commitment is to his/her nuclear and extended family” 
(p.58).
As discussed earlier in this chapter, traumatic injury patients may suffer 
physically, socially and/or psychologically. However, because Saudi Arabia is 
a conservative society, families tend not to reveal their psychosocial problems 
to outsiders (i.e. those who are not family members), especially when it 
comes to psychological or psychiatric problems. The reluctance to admit to 
psychological or psychiatric problems is because this admission implies a 
mental health illness, and in Saudi Arabia mental illness can be stigmatised 
(Al-Krenawi & Graham, 2000; Becker et al., 2002). Thus, accessing mental 
healthcare services is not culturally acceptable (Becker et al., 2002).
Furthermore, regardless of cultural and social restrictions, accessing mental 
healthcare can be a challenge. A systematic review by Gearing et al. (2012) 
of mental and psychosocial health studies in Middle Eastern countries 
identified a number of access barriers relating to community and system 
factors. These barriers included aspects such as general public awareness of 
psychosocial treatment and mental illness, language barriers (i.e. between 
clinicians and patients from differing cultures), personal financial constraints 
and lack of public transportation (Al-Krenawi & Graham, 1999; Eapen &
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Ghubash, 2004; Karam et al., 2006; Gearing et al., 2012). These barriers are 
in addition to those within mental health professional services themselves 
(e.g. misdiagnosis or non-reporting of mental health needs, lack of 
professional training, overly-complicated referral systems and insufficient 
resources for service delivery) (Al-Krenawi & Graham, 1999; Schwartz et al., 
2002; Al-Eissa & Almuneef, 2010; Gearing et al., 2012). Clearly, accessing 
mental health care is hindered by cultural, social and/or organisational 
barriers in Saudi Arabia.
A cross-sectional epidemiological study conducted by Al-Khathami and 
Ogbeide (2002) investigated the prevalence of mental illness morbidity 
(depression, anxiety and somitisation) in Al-Kharj, Saudi Arabia. Participants 
(n = 609) were screened using the Rahim Anxiety-Depression Scale. The 
findings showed that the prevalence of mental illness morbidity was 18.2% 
(30.5% when sub-threshold cases were included). However, the study did not 
present the prevalence of each mental health illness individually.
Another study by Alqahtani and Salmon (2008) aimed to determine the 
prevalence of psychological disorders and somatistion among primary health 
care patients from the Assir region, Saudi Arabia. The study used the 12-item 
and 28-item versions of the General Health Questionnaires (GHQs) on a total 
of 224 patients. The results indicated that the prevalence of psychological 
disorders using the G HQ-28 item total score was 53%. The most prevalent 
psychological morbidity (according to the GHQ-28) was depression (27%), 
anxiety (25%) and somatic symptoms (16%). Finally, a study by Mokdad et al. 
(2014) analysed the burden of diseases, injuries and risk factors in the Arab 
world for the years 1990, 2005 and 2010. The findings showed that major 
depressive disorder (MDD) was ranked the highest as a cause of years of life 
lived with disability (YLDs) in all these years. However, data regarding the 
percentage of YLDs were not illustrated in the study. From the previous 
studies it can be suggested that paying further attention to mental healthcare 
in Saudi Arabia seems to be necessary.
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In summary, orthopaedic injury, in general, and lower limb injury, in particular, 
is one of the most common forms of hospitalized trauma and unsurprisingly is 
associated with high treatment costs (Urquhart et ai, 2006). Preparing 
patients’ undergoing surgical procedures require a number of psychological 
and educational considerations. The healthcare sector has been developed 
rapidly in Saudi Arabia since the discovery of oil, and medical care and 
healthcare services are provided free for all Saudi citizens. Cultural and 
religious values are interrelated and are integral in shaping the daily lives of 
Saudi citizens.
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Chapter 2: Review of the literature
This chapter provides an overview and critique of the literature in the following 
areas: factors predisposing to injury, patients’ preparedness for surgery, 
consequences of injury, the role of social support during recovery, and the 
role of culture and religion in the Saudi healthcare context. This is followed by 
a discussion of gaps in the literature, and the rationale for the theoretical 
framework and research questions developed for this study. The search 
strategy used in this thesis to identify relevant literature in each of the areas 
identified is described in Appendix 16
2.1 Predisposing factors to injury
The focus of this research is on traumatic lower limb injuries, without any 
specification of the cause of injury. Therefore, the broader literature on 
predisposing factors to traumatic injury is considered in this section.
Factors predisposing to injury can be classified into intrinsic and extrinsic 
factors (Shephard & Astrand, 2008). With regard to extrinsic factors 
predisposing to injury, Whiting and Zernicke (2008) stated that overload is 
responsible for every injury mechanism. Load is defined as an external force 
acting on the human body, which can be characterised by seven factors: 
location, magnitude, rate, variability, frequency, direction, and duration. 
However, it should be noted that the human body experiences external loads 
every day during normal activity, but these are usually within the normal 
physiological range (i.e. within the tolerance of human body tissue).
Intrinisic factors predisposing to injury can be divided into primary and 
secondary factors. Aspects such as mal-alignment considerations (e.g. 
excessive foot pronation and genu recurvatum, leg length discrepancies or 
knee hyperextension), rotational alignment (e.g. external tibial torsion), 
musculoskeletal strength imbalances, poor flexibility or neuromuscular 
conditions can be classified as basic primary intrinsic factors (Vogelbach & 
Combs, 1987; Bond, 1999; Shephard & Astrand, 2008). Age and gender are 
also reported to be intrinsic factors predisposing to injury. Falls rates increase
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with increased age (Compbell et al., 1989; Sattin et al., 1998; Chang et al., 
2004; Talbot et al., 2005); however, this might be explained by other intrinsic 
factors such as physiological changes, pathological changes, pre-existing 
diseases or by extrinsic factors such as medications and physicians' 
behavioural attitudes towards patients (Horan & Little, 1998) rather than by 
age per se.
In terms of gender, according to the World Health Organisation's (2013) 
global statistics, among young drivers, males under the age of 25 years old 
are nearly three times more likely to be killed in road traffic accidents than 
females, and of all road traffic deaths 77% occur among men.
In Saudi Arabia, females are forbidden from driving, and therefore the 
relationship between gender and road traffic accidents found in other 
countries cannot be examined here. Women have been reported to be more 
susceptible to incurring sports-related injuries than men (Gray et al., 1985). 
For instance, Malone et al. (1993) stated that during sporting activity, women 
are up to eight times more likely to rupture their anterior cruciate ligament 
compared with men, which concurs with the findings of Jones et al. (1988) 
and Yates and White (2004).
Focusing on lower limb injuries, the area of this thesis, there are several 
reasons that may explain why women are more susceptible to injuries. Firstly, 
the physiological difference between males and females might increase the 
risk of lower limb injuries. Women have less vital capacity, lower blood 
volume, lower cardiac output and a lower mean muscle mass with significantly 
more adipose tissue compared with men (Ackland et al., 2009; Yates, 2009). 
Secondly, muscle strength may differ between males and females, depending 
on the muscle group being tested (Ackland et al., 2009). Thirdly, the 
difference in the biomechanics of the lower limb between males and females 
might increase the risk of lower limb injuries in women (Marshall, 2010). 
However, this research is not conclusive and it cannot be stated categorically 
that females are more susceptible to this type of injury than males. 
Furthermore, previous injuries and kinetic chain dysfunctions were reported
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as possible secondary intrinsic predisposing factors to injury (Shephard & 
Astrand, 2008).
Finally, some psychological states such as fatigue, stress, distraction or 
inattention might act as predisposing factors to injury. Anderson and Williams 
(1999) suggest a strong relationship between the susceptibility to injury and 
aspects of stress (e.g. personality factors, stress history and coping 
resources). The next section considers patients' preparedness for surgery.
2.2 Patients’ preparedness for surgery
Hospitalisation in general and surgical procedures in particular is an 
emotionally stressful life event, affecting the patient's physical, psychological 
and social life (Gammon & Mulholland, 1996; Grieve, 2002). This includes 
changes such as the loss of independence, disruption to daily living routines, 
separation from family, possibly painful tests and treatments (Wilson-Barnett, 
1981; Calvin, 1995). Other stressors include concerns about family and work, 
loss of personal identity while in hospital, uncertainty about post-operative 
recovery, and feelings that events are out of one's control (Johnston, 1976: 
1982; Friedlander efa/., 1982).
In a study of pre-operative anxiety for elective surgery in Karachi, Pakistan, 
the authors argue that for patients undergoing surgical intervention, some 
degree of psychological response, such as anxiety, is a natural reaction to 
unpredictable and possibly threatening situations during the preoperative 
period (Jawaid et al., 2007). Lower preoperative anxiety is associated with 
significantly improved recovery outcomes, including postoperative pain 
(determined by the amount of requested post-operative analgesia by patients 
and length of hospital stay) (Salmon, 1993; Grieve, 2002; Sjoling et al., 2003; 
Ip et al., 2009; Kil et al., 2012). However, some researchers have argued 
against relying on these indicators of outcome, suggesting that the use of 
other, more objective measurements such as postoperative metabolic and 
endocrine changes would increase the reliability of the strength of the 
relationship between anxiety and recovery outcomes following surgery
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(Salmon, 1993; Grieve, 2002). The systemic or stress response to trauma and 
surgery involves sympathetic, nervous system activation, the endocrine 
‘stress response’ and immunological and haematological changes 
(Desborough, 2000). Experimental studies have confirmed that hormonal 
responses do accurately reflect the degree of surgical stress (Chernow et al., 
1987; Kiecolt-Glaser ef a/., 1998).
Depression, anger and confusion are commonly associated with anxiety 
(Chapman & Cox, 1977; Vogele & Steptoe, 1968; Salmon, 1992). Many 
studies have demonstrated that these psychological responses prior to 
surgery can negatively influence postoperative recovery through both 
behavioural and physiological mechanisms (Mathews & Ridgeway, 1981; 
Johnston & Wallace, 1990; Kiecolt-Glaser et al., 1998). For example, 
psychological stress can negatively influence health behaviours such as 
physical activity and smoking which in turn, can increase the likelihood of 
bacterial and microbial infection and thus, impede the body's ability to recover 
from surgery. Similarly, psychological stress can lead to dysregulation of 
glucocorticoid secretion which may impair recovery from surgery (Kiecolt- 
Glaser et al., 1998).
A meta-analysis, conducted by Hathaway (1986), investigating the effects of 
preoperative education on postoperative outcome in sixty-eight studies 
showed that 67% of the patients who received any form of preoperative 
education had more favourable outcomes, and those outcomes were 20% 
better than in patients who had no preoperative preparation.
Another meta-analysis of 191 studies, by Devine (1992) showed that the 
benefits of preoperative education for surgical patients were statistically 
significant with regard to pain, recovery, and psychological distress (average 
effect size values were 0.38, 0.43, and 0.36 respectively, equivalent to 
medium effect sizes (Cohen 1988). In addition, the average hospital length of
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stay, based on 76 studies, was found to be lower by 11.5% when comparing 
treatment^^ and controF groups.
A more recent systematic review was conducted by Alanazi (2014) with the aim 
of assessing the evidence of patient education on decreasing preoperative 
anxiety. The study included a total of fourteen interventional trials, and a total of 
1752 participants who were scheduled for a range of surgical procedures. 
Despite the variation in methods of delivering preoperative education 
interventions (visual, verbal and non-verbal) and the extent of information 
provided, most study trials demonstrated that preoperative education reduced 
patients’ preoperative anxiety. However, the majority of the reviewed studies 
were either based in the West or Asia with the implication that they may not be 
generalisable to other countries, including the Arab or Eastern Mediterranean 
regions (see Appendix 2).
In previous studies, preoperative education ranged between procedural, 
sensory^^ and recovery and coping information. A question arises as to whether 
all kinds of information are beneficial, or whether some kinds are more beneficial 
than others. A meta-analysis was conducted by Suis and Wan (1989) to 
evaluate the relative effects of procedural, sensory and combined procedural- 
sensory preoperative information on various coping outcomes. The findings 
showed that compared with sensory information, the benefits of procedural 
information alone were non-significant over the control groups. However, the 
combined procedural-sensory preoperative information yielded consistent 
benefits in terms of reduced levels of self-reported pain, reductions in negative 
affect and other related distress. These results mirrored those of an earlier 
meta-analysis (Hathaway, 1986) that is discussed above (Hathaway, 1986).
It has been argued that providing preoperative information and education 
stimulates “the patient to mentally rehearse the impending stressful event, 
develop accurate expectations, and thereby cope better than patients who
Received preoperative education.
Received routine information.
Description of the likely sensations to be experienced (Evans & Stanley, 1990).
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have not thought about what is going to happen to them” (Suis & Wan, 1989, 
p. 372).
Gammon and Mulholland (1996) assessed the effect of preparatory 
information on patients (n=82) undergoing total hip replacement (THR) in the 
United Kingdom. An experimental group of patients were given extended 
information preoperatively, which included procedural, coping and sensory 
information related to the pre- and postoperative phases of care, while a 
control group were given standard information for THR patients. Standardised 
measures of anxiety, depression, self-esteem and sense of control were used 
to assess outcomes. Scores on all these measures were significantly different 
between the experimental and control group. The experimental group 
reported significantly lower rates of depression and anxiety, and significantly 
higher levels of self-esteem and sense of control. The Physical Indicators of 
Coping Questionnaire (PICO) and Linear Analogue Coping Scale were also 
used These scales showed a strong correlation between how participants 
believed they were coping and their scores on the standardised outcome 
measures collected. In addition, the experimental group had significantly 
reduced length of stay, less post-operative complications and less analgesic 
use suggesting that the preoperative information given had positive effects on 
both coping and physical recovery. Although this was a well-designed study, 
data were collected from patients’ medical and nursing notes in addition to 
questioning the nursing staff. The reliability of this method could be 
questioned, as there were no independent measures used to verify the 
accuracy of the data collected (Gammon & Mulholland, 1996).
In contrast, some researchers argue that preoperative information has no 
effect on patients’ anxiety. For example, Salmon et al. (1986), who conducted 
a study to determine whether anxiety and endocrine changes in surgical 
patients were related, found no evidence of a relationship. Furthermore, a 
study by Lilja et al. (1998) explored the effect of extended preoperative 
information among a group of patients (the intervention group) in comparison 
with patients who were given routine information (the control group) in a
37
hospital in Sweden. The patients in the study were undergoing total hip 
replacements (n=55) or breast cancer operations (n=46). The results showed 
no significant differences between the control group and the intervention 
group with respect to anxiety, pain and cortisol levels. However, the inclusion 
of the diverse study populations (i.e. patients who underwent total hip 
replacements or breast cancer operations) was unclear and not justified. 
Other researchers claim that preoperative information can have an adverse 
effect on outcome, for example, by increasing patients' stress levels when 
they are undergoing a surgical intervention (Deyirmenjian et al., 2006).
In the meta-analyses and systematic reviews identified (above), there is a clear 
shortage of studies conducted in the Middle East. A quasi-experimental study by 
Deyirmenjian et al. (2006) aimed to explore the impact of preoperative patient 
education on patients’ anxiety and recovery after undergoing heart surgery 
within an Arab population (in Lebanon). The study included a total of 57 patients 
in the experimental group who received an extended educational session on the 
day of hospital admission as well as a tour of the cardiac surgery unit, and a 
control group (n=53) who received standard care in the form of a routine hospital 
protocol. Using the Beck Anxiety Inventory (BAI; Beck et al., 1988) to assess 
anxiety, the results indicated that patients who received preoperative information 
experienced higher levels of anxiety than patients in the control group both 
preoperatively (mean (SD) = 14.7 (11.0) and 11.5 (7.0) respectively) and 
postoperatively (mean (SD) = 10.5 (11.5) and 7.5 (6.2) respectively). These 
findings contradict the majority of previously published research in this area and 
suggest that patients became more anxious and apprehensive after receiving 
preoperative educational information. However, a shortcoming of the study was 
that the intervention procedure was not described in detail, lacking information 
for instance on who delivered the preoperative sessions and the length of the 
preoperative sessions. The authors themselves concluded that pre-operative 
patient education must only be considered after a thorough assessment of 
patients’ cultural and social background (Deyirmenjian etal., 2006).
In the Arab world, patient education has been described as “a low priority when 
compared to other clinical duties, and if it does exist, it tends to be unplanned
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and haphazard” (Deyirmenjian et al., 2006; p. 111). This statement can be 
supported by published studies; for instance, Kureshi et al. (1995) conducted a 
study in one of the hospitals in Abu Dhabi, United Arab Emirates (UAE). The 
study included two hundred multi-cultural participants (mean age 34 years) to 
elicit their preoperative knowledge using a structured questionnaire. The 
findings showed that patients had very poor or no preoperative knowledge about 
surgery, anesthesia, length of stay in the hospital, time spent in the operating 
theatre, the possibility of postponement of their operation and their likely 
prognosis. However, the representativeness of Kureshi et a/’s sample, to the 
Middle Eastern population might be questioned. This is because 81% of the 
study participants were not UAE nationals and 83% were illiterate.
Likewise, a study in Saudi Arabia carried out by Uddin et al. (2002) interviewed 
one hundred patients who had been admitted for major general surgical 
procedures, with 18% undergoing orthopaedic surgeries. The study found that 
15% of patients did not know the type of surgery to be performed, 38% did not 
receive detailed information regarding the surgical procedure, and 40% had not 
been contacted by anyone to explain the surgical procedure. In Uddins et a/.’s 
study a number of limitations were noted. First, the methodology of the study 
was only briefly explained and lacked detail. Secondly, there was no clear 
definition about what ‘detailed’ information about surgery included, and this may 
vary from one patient to another. Similarly, a study from Pakistan by Jawaid et 
al. (2007) found that 56% of surgery patients (n=193) were not provided with 
detailed information regarding the anaesthesia and the surgical procedure.
Issues such as cultural and societal context (e.g. preference for non-disclosure 
and preferring not to know), heavy workload, lack of time, and religious beliefs 
(e.g. external locus of control) have been often cited as barriers to patients’ 
education in the Arab world (Deyirmenjian et al., 2006). Other factors such as 
lack of human and financial resources, and medical paternalistic attitudes have 
also been reported to affect ability to deliver high quality patient education 
(Deyirmenjian et al., 2006).
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2.3 Consequences of injury
Injuries occur as a result of a chain of events (Layde et al., 2002), with short- 
and long-term consquencess that may last for weeks, months or years. The 
short- and long-term outcomes for severely injured patients have been 
described in the literature, including pain and physical trauma, legal 
implications (e.g. in the case of motor vehicle accidents), economic 
burdenand impact on the individual and society, job loss associated with 
extended leave of absence, impact on families, and psychological 
consequences ( patients’ thoughts, feelings and fears) (Holbrook et al., 1998; 
Jones et al., 2002; Michaels et al., 2000; Sluys et al., 2005; Brussels, 2007; 
Gabbe etal., 2007).
2.3.1 Psychological response to injury
In the past few years, a number of well-developed, patient-oriented 
measurement tools such as the Short Form (36) Health Survey (Ware et al., 
1993), the Sickness Impact Profile (Gilson et al., 1975) and the Quality of 
Wellbeing scale (QWB) (Kaplan et al., 1976) have been introduced to assess 
the physical, psychological and social effects of illness (Locker, 1997; 
Holbrook et al., 1999; McCarthy et al., 2003). However, many researchers 
have focused mainly on the physical outcome, rather than on the 
psychological or social aspects. Malt (1988) stated: “It is surprising ... that so 
little attention has been paid to the psychological sequelae of physical trauma” 
(p.810). Recently, however, with the continuing development of sophisticated 
injury and trauma care, the importance of recognising and treating 
psychological health outcomes after an injury has been raised (Holbrook et 
al., 1999; McCarthy etal., 2003).
Understanding how people react to injury and the associated psychological 
impact will help clinicians and patients’ families to deal with and interact with 
the injured person in a positive and effective manner (Nor, 2001). 
Unsurprisingly, general trauma studies have suggested that people with 
moderate to severe injury are more susceptible to severe psychological 
complications (Blanchard et al., 1995; Frommberger et al., 1998; Michaels et
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al., 2000; McCarthy et al., 2003). However, this is in contrast with other 
studies indicating no relationship between injury severity and psychological 
response (Ehlers et al., 1998; Feinstein & Dolan, 1991; Mason et al., 2002). 
Nevertheless, researchers have suggested that psychological factors have an 
important impact on recovery after physical trauma, with depression and 
PTSD being independently associated with functional outcome and poor 
quality of life (Michaels et al., 2000; Zatzick et al., 2002; Duckworth et al., 
2008).
Haagsma et al. (2011) conducted a review of the literature on psychological 
consequences following unintentional^^ injury, and found an estimated mean 
prevalence of PTSD of 21% at less than three months' follow-up for patients 
treated in emergency departments. Among patients who were hospitalised, 
PSTD was estimated to be 30%. Some of the studies included in the previous 
review used self-report questionnaires, whereas others used structured 
clinical interviews to detect PTSD cases which may explain the variation in 
reported prevalence rates. Some of the self-report questionnaires used in the 
Haagsma et al. (2011) review (e.g. Impact of Event Scale) are not intended to 
diagnose mental health illnesses according to the Diagnostic and Statistical 
Manual for Psychiatric Disorders (DSM-IV). Thus, reported cases of PTSD 
may not meet the criteria of DSM-IV for clinical post-traumatic stress disorder 
(Haagsma et al., 2011).
Another review was carried out by Blaszczynski et al. (1998) on psychiatric 
morbidity following motor vehicle accidents, and found that the commonly 
reported disorders were depression (ranging from 21% to 67% across 
studies), trauma-related phobias (between 2% and 35% across studies), 
anxiety (between 4% and 87% across studies), irritability (between 34% and 
75% across studies), headaches (between 45% and 90% across studies), 
post-traumatic stress disorder (between 0% and 100% across studies) and 
sleep-related problems (between 15% and 73% across studies). A systematic 
review by O’Donnell et al. (2008) on mental health following traumatic injury
Refer to glossary of terms.
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showed that post-traumatic anxiety disorder ranges between 4% and 24%. 
Comorbid anxiety and post-traumatic stress disorder rates differed 
considerably across studies, varying from 3% and 60%. However, travel 
phobia after motor vehicle accidents was reported to range from 4% and 29%. 
In the previous reviews, it can be seen that there is wide variation in the 
reported prevalence rates. This can be attributed, in part, to the varied 
diagnostic tools used, the follow-up point/s at which patients were assessed 
post-trauma, and the differences in the definitions and criteria for mental 
health symptoms between studies. Nevertheless, it is clear from this literature 
that psychiatric morbidity following road traffic accidents is common and these 
accidents are a common cause of lower limb injury, the focus of this thesis.
DePalma et al. (2003) assessed the quality of life experienced by severely 
injured patients in one of the large metropolitan trauma centres in the United 
States. The study sample consisted of sixty-four trauma survivors who were 
admitted to hospital. Interviews took place six months after hospital discharge 
when the Sickness Impact Profile (SIP) was administered. Quality of life 
subscale scores rated from 0-100 are obtained with lower scores reflecting 
poorer quality of life. The average physical and psychological disability scores 
were 24.2 and 23.6 respectively. These SIP scores were not surprising 
considering that the participants who met the eligibility criteria for the study 
were those with the lowest probability of survival but what this study 
demonstrates is how severe injury can affect both psychological and physical 
quality of life.
A prospective cohort study conducted by Mayou and Bryant (2003) indicated 
that any adverse consequences following a road traffic accident may persist 
after three years, and are mainly psychologically and socially determined 
rather than physically determined. The study investigated 1441 participants 
aged between 17 and 69 years old. Data regarding the accidents were 
evaluated using the Injury Severity Score of the Abbreviated Injury Scale (AIS; 
AAAM, 1990) and the participants' medical reports. Follow-up questionnaires 
were the Hospital Anxiety and Depression Scale (HADS; Zigmond & Snaith,
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1983), a standard diagnostic instrument for PTSD, and questions about 
phobic travel anxiety, compensation claims and resource use.
The findings showed that at a three-year follow-up (n=546), 21% of the 
participants reported pain (moderate/severe), 17% experienced work-related 
problems and 12% indicated financial difficulties. In addition, 16% had 
clinically significant levels of anxiety, 7% depression, 11% PTSD and 14% 
reported travel anxiety phobia. The reliability of Mayou and Bryant’s study 
design might be called into question as the authors did not describe the 
inclusion and exclusion criteria for the study, the settings in which data 
collection took place and the period of time during which the study was 
conducted.
A study by McCarthy et al. (2003) aimed to investigate psychological distress 
following severe lower limb injury. Data were collected from a larger study, the 
Lower Extremity Assessment Project (LEAP), which was designed to 
investigate and compare the long-term outcomes (two years after the injury) 
of 569 patients with severe lower limb injury in the United States. The majority 
of the participants were males (75%), and the study sample had an age range 
between 16 and 68 years old. The gender imbalance in the study may have 
led to a gender effect bias because females are more likely to report 
psychological distress than males (Read & Gorman, 2011).
The researchers used the Brief Symptom Inventory (BSI; Derogatis, 1993) to 
evaluate psychological distress. The BSI is an instrument that shows good to 
excellent validity and reliability, and test-retest reliability coefficients ranging 
between 0.68 and 0.91. In the longitudinal multivariate logistic regression 
analysis, the results showed a strong association between poor physical 
health and the likelihood of psychological disorder (odds ratio = 1.05; 95% 
confidence interval = 1.04 to 1.06). In addition, a low sense of self-efficacy, 
poor social support, alcohol problems prior to injury and high levels of self- 
reported neuroticism were all associated with an increased likelihood of 
psychological disorder (McCarthy et al., 2003). Other factors, younger age, 
non-white race and high rates of poverty were also associated with an
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increased risk of psychological disorder. Newmann (1989) argued that the 
widespread assumption that aging increases the risk of psychological distress 
is not supported by the evidence and this study by McCarthy et al. (2003) 
supports this. The non-white participants in McCarthy’s study were more likely 
to be from low socioeconomic status backgrounds and were less likely to 
have health insurance. It is likely that it is these factors rather than race itself 
that explain the association with psychological morbidity.
The association between the experience of traumatic injury and the likelihood 
of psychological distress has been also confirmed by Malt (1988), Landsman 
et al. (1990), Tate et al. (1993), Ursano et al. (1999), Michaels et al. (2000) 
and Holbrook et al. (2001). However, these studies could not be directly 
compared, because they vary considerably according to the type of injury, the 
severity of injury, patient characteristics, and the methods and instruments 
used to evaluate psychological morbidity.
Another study, conducted in the United Kingdom by Mayou et al. (1993), 
investigated psychiatric consequences after a road traffic accident on two 
hundred consecutive admissions to an Accident and Emergency department. 
The study used the Beck depression inventory (Beck, 1978), the Eysenck 
personality inventory (Eysenck & Eysenck, 1992), the Spielberger anxiety 
scale (Spielberger et al., 1970) and the Present State Examination (Wing et 
al., 1974). Results showed that 8% of the participants had developed post- 
traumatic stress disorder at a three-month follow-up, and nearly a quarter of 
the participants (n= 37 out of a total of 188) described psychiatric 
complications at a one-year follow-up. However, the study did not include data 
about the possible predictors of remission.
Likewise, Feinstein and Dolan (1991) assessed the psychopathology of forty- 
eight patients who had experienced lower limb injuries in the United Kingdom. 
The participants were assessed on three occasions: during hospitalisation; six 
weeks post-injury; and six months post-injury. The results showed that at the 
six-week follow-up 25% of the participants met the criteria set out in the 
Diagnostic and Statistical Manual of Mental Disorders (DSM-III-R) for PTSD
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(American Psychiatrie Association, 1987), and at the six-month follow-up 15% 
met the same criteria. The authors explored factors predictive of psychiatric 
morbidity and PTSD at six months post-injury. The findings showed that 
patients with PTSD were not significantly different in terms of physical 
morbidity compared to participants without PTSD, suggesting that physical 
morbidity is not a predictive factor for PTSD. This contradicts O'Donnell et 
a/.’s (2008) statement that poor mental health has enduring consequences for 
levels of disability.
Furthermore, Holbrook et al. (1999) examined several outcomes after a major 
trauma, including functional outcome and a number of psychological sequelae 
(e.g. depression and post-traumatic stress disorder). A total of 1048 
participants were initially enrolled from four trauma centres in the United 
States, and were assessed on four occasions (at discharge, and after six 
months, twelve months and eighteen months post-injury). The findings 
showed a profound and prolonged level of functional limitation in the twelve- 
and eighteen-month assessments according to the Quality of Well-Being 
(QWB) outcome measure. Moreover, using the Clinical Epidemiological 
Studies Depression (CES-D) instrument, a strong, prolonged and independent 
association was found between high levels of post-injury depression and poor 
long-term functional outcome.
Finally, Zatzick et al. (2002) conducted a prospective cohort study to follow 
post-traumatic-stress disorder and functional outcomes one year after injury 
among patients who were initially hospitalised for trauma surgery. The study 
included a randomly selected cohort of 101 patients (age range between 14 
and 65 years old) with intentional^^ and unintentional injuries from a medical 
centre in the United States. Interviews took place during hospitalisation and 
one year post-injury. Functional status was assessed using the Medical 
Outcomes Study 36-Item Short Form Health Survey (SF-36). Levels of PTSD 
symptoms were evaluated using the civilian version of the Post-traumatic 
Stress Disorder Checklist (PCL-C; Weathers et al., 1991). At the one year
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follow-up, the findings showed that 30% of patients (n = 22) met the symptom 
criteria for PTSD, and in addition patients exhibited significantly lower scores, 
which indicates greater disability levels, on all eight domains of the SF-36 
subscales in comparison with normative scores from the general population. 
For instance, the outcome, presented as the means (SD) of the SF-36 
subscales for the study population for the roles of the emotional, mental 
health and role physical domains were 65 (39), 57 (15), and 49 (42) 
respectively. The outcomes for the general population in the same domains 
were 81 (33), 75. (18), and 81 (34) respectively.
However, there were a number of limitations that should be considered. First, 
the findings were presented for all types of injuries, not differentiating between 
patients with intentional injuries and those with unintentional injuries. Studies 
have indicated that intentional injuries occur more often among men, those 
who are less educated, unemployed and younger adults (Wagner et al., 2000; 
Akbari et al., 2006; Shields et al., 2011). Varley et al. (2012) investigated the 
clinical outcomes of patients (n = 2349) admitted to Intensive Care Units 
(ICUs), comparing patients who sustained intentional injuries to those with 
unintentional injuries. The findings showed that patients with intentional 
injuries were more likely to exhibit a worse mental health state post-injury than 
patients with unintentional injuries. This may explain the low SF36 subscale 
scores reported in Zatzick et a/.’s study. A second limitation of Zatzick et a/.’s 
study is that pre-injury mental health was not assessed.
Cusick et al. (1999) conducted a five-year review in a trauma centre in the 
United States, including 91 patients who had sustained intentional injuries 
with an average follow-up of 54 months. The findings showed that of the total 
number of patients (n = 38) for whom information was obtained during follow- 
up, chronic mental health illnesses^® were confirmed in 68% patients.
In summary, taking into account methodological differences, evidence shows 
that trauma patients may exhibit different psychological or psychiatric
Bipolar and personality disorders, schizophrenia and chronic depression.
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comorbidities at levels warranting medical attention following injury (Read et 
al., 2004; Van Horn & Mishel, 2008). However, many prospective follow-up 
studies have indicated a high remission rate (40-70%) for nearly all cases of 
PTSD after one-year post-injury (Mayou et al., 1993; Rothbaum & Foa, 1993; 
Blanchard et al., 1996). Holbrook et al. (1999) found a remission rate of 60% 
in depression cases at hospital discharge to 31% at six months post traumatic 
injury.
Furthermore, it can be noted that the majority of the studies presented in this 
section were conducted in the West. The researcher performed a literature 
search and there were no studies identified that had been conducted in the 
Middle East. The next section reviews the literature related to financial and 
work-related implications and social support following injury.
2.3.2 Financial and work-related Implications following Injury
Injury is well known to be one of the leading causes of absence from work, 
causing billions in financial loss every year (Mackenzie et al., 1998). A study 
by Kendrick et al. (2012b) in the UK showed that the impact of injury on return 
to work at four months post-injury, not only included injuries that necessitated 
hospital admission, but also injuries that did not require hospital admission. A 
systematic review of 15 studies by Clay et al. (2010) of factors that predict 
return to work following acute orthopaedic trauma concluded that. Regardless 
of the injury severity individuals experience difficulties in returning to work. No 
one psychosocial or clinical characteristic was predictive of return to work. 
Similarly another review of 31 articles by Burger and Marincek (2007) on 
return to work following lower limb amputation found that between 34-50% of 
patients have either changed their work or now work part-time. Whilst there 
were a number of published reviews on determinants of return to work 
following orthopaedic traumatic injury, there were no identified meta-analyses 
in this area.
Cooper and Rice (1976) reported that the indirect cost of injury may be as 
much as double the direct cost in health care services. Seriously injured
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patients usually necessitate in-patient treatment and continuing rehabilitation 
services after discharge (Gabbe et al., 2014). Therefore, during the recovery 
process patients might face a potential prolonged absence from work, causing 
a risk of economic burden on patients and their families (Kendrick et al., 
2012a, b; Gabbe et al., 2014). Fitzharris et al. (2010) found that among 
patients sustaining an injury after a road crash in Australia, those with lower 
limb injuries had a 69% slower rate of return to work (RTW) than patients with 
non-lower limb injuries (HR: 0.31; 95% Cl: 0.16-0.58).
A further study by Mackenzie et al. (1993) assessed functional outcome six 
months after unilateral lower limb injury for a total of 444 patients (with a 
mean age of 34 years) from three different medical centres in the United 
States. The results showed that beside difficulties in ambulating, patients also 
had major complications in different aspects of their daily life, such as work, 
home management, pastimes and recreational activities. Moreover, of the 
patients who were working pre-injury, 51% had not returned to their previous 
jobs six months post-injury. Additionally, of the 49% who had returned to 
work, almost two thirds reported difficulties while working because of the 
limitations associated with their lower limb injury. Although there was a drop in 
the response rate by 18% among the study population, a strength of the study 
was that a characteristics^^ comparison were made between participants with 
and without complete six-month data to assess any potential biases in the 
results.
Holtslag et al. (2007) conducted a prospective cohort study aimed at 
quantifying the prevalence of return to work one year after major trauma in the 
Netherlands. The study included severely injured patients (n = 214) with Injury 
Severity Score (ISS; Baker et al., 1974) greater than 16 who were in full-time 
employment at the time of the injury. The findings showed that 58% of the 
patients were able to return to their pre-injury work, 22% had a part-time job, 
and 20% were unemployed one year post-injury.
Age, gender, race, education, material status, personal income, major activity living, hospital stay, 
injury severity score, and the cause, type, site and level of injury.
48
Furthermore, Gabbe et al. (2014) also explored the financial and employment 
impact of serious injury in Australia. This study examined a total of 118 
patients (aged between 18 and 81 years old) who had sustained blunt trauma 
within twelve to twenty-four months previously. Using semi-structured 
interviews, general financial impact reported by eighty-one patients, due to 
loss of income or inability to work, were found to be the prime concern. For 
many patients a prolonged absence from work (ranging from months to years) 
resulted in substantial adverse financial consequences. Compounding the 
financial burden was the extensive leave from work or termination of 
employment taken by family members to provide assistance for patients 
during recovery. Although the findings showed that eighty-three patients were 
working prior to their injury, it was not clear how many patients returned to 
their pre-injury work, changed the nature of their work or did not return to 
work. Similarly, the findings of Trickett et al. (2012), who conducted a study on 
how patients perceived their recovery following open tibial fractures and 
subsequent surgery in the United Kingdom, demonstrated that inability to 
work had financial consequences on patients.
Despite the high costs associated with work loss as a result of injury, few 
studies have attempted to explore the causes and the problems associated 
with delays in returning to work (RTW) after injury (Mackenzie et al., 1998; 
Kendrick et al., 2012a). The studies that have investigated this relationship 
showed a weak association between physical impairment and returning to 
work after an injury, suggesting that other factors are responsible for the rate 
and extent of delayed RTW (Sheikh, 1985; Tate, 1992). In contrast, a cohort 
study by Mackenzie et al. (1998) following 312 patients (aged between 18 and 
64 years old) with lower limb fractures indicated that one of the most 
important factors that influenced RTW was the extent of lower limb 
impairment. Trickett et al. (2012) found that the shift from experiencing pain to 
experiencing aches is often associated with return to work for patients after 
open tibial fracture.
A longitudinal study conducted by Kendrick et al. (2012a) aimed to explore the 
difficulties associated with return to work after injury in the United Kingdom. A
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total of 664 patients (aged between 16 and 65 years old) who sustained an 
injury and were employed or self-employed pre-injury were included in the 
study analysis. The study used the 25-item work limitations questionnaire^® to 
identify the degree to which health-related problems interfered with the ability 
to perform the job at one month and four months post injury. The findings 
showed that 53% of patients had returned to work and 59% had a partial 
return at one month post-injury. At four months, 71% had returned to work 
and 80% had not fully returned to work. Patients who made a partial return to 
work had difficulties associated with physical demands (work was limited for a 
median of 25% and 18% of the time at one and four months respectively), 
time management demands (work was limited for a median of 10% and 20% 
of the time at one and four months respectively), output demands (work was 
limited for a median of 10% and 15% of the time at one and four months 
respectively) and mental demands (work was limited for a median of 6% and 
3% of the time at one and four months respectively). Work-related limitations 
associated with output demands and time management were found to be 
worse than limitations due to physical demands as time progressed post­
injury among those who had made a partial RTW.
Other factors that were found to be associated with difficulties related to RTW 
were older age, female gender, low education level, poverty, the nature of 
work (employment versus self-employment), living in deprived areas, mental 
health problems, low self-efficacy, pre-injury income, involvements in litigation 
and subsequent physical functioning, and poor social support (Comes, 1992; 
Mackenzie et al., 1998; Bosse et al., 2002; Mason et al. 2002; Mackenzie et 
al., 2006; Holtsiag et al., 2007; Clay et al., 2010; Fitzharris et al., 2009; 
Kendrick et al., 2012b).
In the literature, the impact of receipt of compensation on the duration and 
extent of absence from work is an important factor that has been given 
significant attention (Walsh & Dumitru, 1988; Cheadle et al., 1994; Mackenzie 
et al., 1998). Although these studies varied greatly in terms of sample size.
Includes twenty-five aspects related to job tasks across four domains: time management, physical, 
mental interpersonal and output demands (Kendrick et al., 2012a).
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study population, and evaluation instruments used, the majority conclude that 
there is a negative association between the rate of RTW and the receipt of 
compensation, and that compensation offers the injured person disincentives 
in terms of RTW (Mackenzie et al., 1998; Lysgaard et al., 2005; MacKenzie et 
al., 2005).
Clay et al. (2012) investigated individual factors associated with return to work 
following unintentional injury. A total of 133 individuals who were employed at 
the time of injury were included in the study, and association between 
potential prognostic factors and time to return to work during twelve months 
post-injury were analysed using Multivariate Cox proportional hazards 
regression analysis. The Assessment of the Quality of Life Instrument (AQoL; 
Hawthorne et al., 1999) and the Medical Outcomes Short Form-36 (SF-36) 
were also administered. The results showed that at one and six week/s post­
injury, patients with high social functioning (SF-36) and who were entitled to 
injury compensation were 4 times more likely to RTW than similar patients 
with no entitlement to compensation, respectively (HR: 3.66, Cl: 1.27-10.38, p 
= 0.01 and HR: 4.09, Cl: 2.05-8.16, p =0.01).
Finally, it is essential to acknowledge that compensation offers other benefits 
to injury patients: financial assurance during their recovery; a sense of care 
and appreciation; as well as affording complete and sufficient time for 
recovery minimising any potential risk of re-injury (Mackenzie et al., 1998).
2.4 The role of social support during recovery
Social support provided by family, friends and significant other/s^® during 
patients’ recovery is another factor which plays an essential role in lower limb 
injury rehabilitation. Tan et al. (2008) described support from family and 
friends during recovery as a “core element(s) in helping victims ‘pull through’ 
such ordeals” (p.115). Sleney et al. (2013) conducted a qualitative study 
exploring patients’ experiences after unintentional injury, and showed that
“Individuals who are most important in the process of an individual’s [ ] reality” (Martensson et al., 
2006, p. 235).
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support received from family, friends and neighbours was regarded as an 
important aspect during the recovery process, particularly in the weeks and 
months following hospital discharge. This was when simple daily tasks were 
difficult or impossible to achieve. However, a limitation of the study was that 
the elements of support from family, friends and neighbours that were 
received in practice were unclear.
A meta-analysis of the relationship between social support and rehabilitation- 
related outcomes was carried out by Chronister et al. (2008), examining 
twenty-six studies published between 1984 and 2004 from nursing, social 
science and medical peer-reviewed journals. The findings showed a positive 
relationship between health-related outcomes and perceived social support. 
Received supportive behaviour, perceived satisfaction, and perceived 
availability of social support accounted for 4.4%, 7.9% and 10.2% of the 
variance in rehabilitation outcomes respectively. Whilst this offers evidence for 
a stronger relationship between rehabilitation outcomes and perceptions of 
available social support and satisfaction with that support, rather than 
received supportive behaviours; it is worth noting that the proportion of 
variance explained in outcome is quite low. Furthermore, the perception of the 
potential availability of social support was found to be a predictor of 
psychological well-being and psychological health, accounting for 
approximately 33% and 18% of the variance in quality of life respectively. 
Finally, with respect to perceived satisfaction with social support, there were 
moderately, statistically significant associations with employment (r = 0.26), 
quality of life (r = 0.31) and psychological health (r = 0.32).
Prang et al. (2014) conducted a systematic review of the literature to explore 
the impact of family and work-related social support following musculoskeletal 
injury. The findings from fourteen relevant articles reviewed showed 
inconclusive evidence to support the assumed, positive association between 
social support network (i.e. family, co-workers, supervisors) and improved 
recovery following musculoskeletal injury. The reasons why the results were 
inconclusive may be due to the variation in the point of recruitment point, post­
injury, among the reviewed studies (ranged between weeks to months).
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Secondly, it can be argued that those with longer tenure of employment may 
have a stronger relationship with co-workers than newly employed personnel 
(Prang et al., 2014). Finally, there were differences in the measurement tools 
used to assess and evaluate social support.
Mondes de Leon et al. (1999) investigated the relationship between the risk of 
developing disability and recovering from disability. The study involved yearly 
follow-up interviews (over nine years) with 2607 community-dwelling older 
adults aged 65 or over. Disability status was measured using a six-item of 
activities of daily living (ADL) index (Branch et al., 1984) as well as the three- 
item Rosow-Breslau Scale (Rosow & Breslau, 1966). A measurement scale 
was also constructed to collect information regarding social network ties and 
social support in four separate domains: a confidant, children, other relatives, 
and friends. The results showed that larger social networks were significantly 
associated with improvements in ADL (p= 0.017, p <0.01) as well as a 
significant decrease in the risk of developing ADL disability (p= -0.009, 
p<0.01). However, the follow-up programme did not take into consideration 
changes in the social network variables (e.g. children moving away from 
home).
Life satisfaction three years post-injury was explored by Anke and Fugl-Meyer 
(2003). Their retrospective follow-up study included 69 patients from one 
hospital in Norway, using the Life Satisfaction Questionnaire, Sense of 
Coherence (SOC-13; Antonovsky, 1987) and social network data. The 
findings showed that both the SCO score and the quality of the participants’ 
social network were significantly, positively associated with all items of current 
life satisfaction (except financial situation and ADL^°).
Many studies have reported significant relationships between social support 
and well-being. For example, low levels of social support are significantly 
associated with higher levels of depression, PTSD, and negative changes in 
psychosocial functioning (Decker & Schulz, 1985; Patrick et al., 1986;
Activity of daily living.
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Goodenow et al., 1990; Rintala et al., 1992; McCauley et al., 2001; Ozer et 
al., 2008; Sareen et al., 2013). On the contrary, significant, positive 
relationships have been reported between social support and family 
functioning, life satisfaction, and physical well-being (Decker & Schulz, 1985; 
Goodenow et al., 1990; Rintala et al., 1992).
In Singapore, Tan et al. (2008) explored patients’ experiences of motor 
vehicle accidents using in-depth interviews as a method for data collection. 
The study included six adult^  ^ patients with musculoskeletal injuries, but a 
shortcoming of the study is that the participants’ demographic data, as well as 
the time point and the location at which the interviews took place, were not 
provided in the study. The findings showed that patients had a common 
perception that support received from family and friends was a great source of 
comfort. Likewise, a systematic review (meta-synthesis) by Perry et al. (2012) 
examined adults’ experiences regarding discharge from hospital following 
orthopaedic surgery. The results indicated that patients’ emphasised the 
important role that family and friends play during recovery, particularly during 
the discharge period. In fact, the findings from Perry et al. showed that some 
patients were of the opinion that if it was not for the adequate family support 
they had, they would rather have been discharged to a rehabilitation ward. 
However, patients also indicated that they did not want to place a burden on 
their families.
The experience of injury can affect the family environment negatively in terms 
of how it functions (Kareem, 2003; Steel et al., 2011). For instance, the 
experience of having an injured family member, along with other associated 
problems, might change the way the family functions, which may itself result 
in difficulties during the recovery process (Landsman et ai, 1990).
Family environment, assessed using the Family Environment Scale (FES; 
Moos & Moos, 1981), had a fundamental role in mediating the experience of 
injury, and may also predict health outcome (Landsman et ai, 1990). Injured
Aged over 21 years old.
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patients with supportive family members may improve more compared to 
those without such support (Landsman et al., 1990). More expressiveness 
and cohesion (i.e. discussion about feelings), and less conflict reported on the 
Family Environment Scale subscales indicated better patient outcomes 
(symptoms, behaviour and stress) in families. Other factors that correlated 
positively with family environment, according to FES subscales, were 
intellectual-cultural orientation (i.e. attention towards political, social, and 
cultural activities), independence (i.e. self-sufficiency), organisation (i.e. 
activity planning, structure) and active-recreational orientation (i.e. 
involvement in recreational events). Hence, family care and social support 
should be carefully considered and included in the design of healthcare 
pathways developed for injury victims (Landsman et al., 1990). However, due 
to the dearth of literature conducted in Arab countries, the majority of the 
studies presented in this section were Western-centric, and therefore they 
may not be applicable to Middle Eastern or Arabic countries due to significant 
differences in cultural and religious values.
2.5 The role of culture and religion in the Saudi healthcare context
As discussed in chapter 1, Muslims are influenced by cultural and religious 
values in everyday life events. In Islamic beliefs, human beings are Allah's 
(God’s) creatures and health is a gift from Allah, and on Judgment Day people 
will be asked about their health and ‘what they did with their bodies’ (Yosef, 
2008; p.285). There is a connection between health, knowledge, environment, 
holism, and the ‘Oneness of Allah’, the unity of Allah in all scopes of life 
(Rassool, 2000, p i476). Rashidi and Rajaram (2001) stated that “a lack of 
understanding of Muslims and their traditions contributes to potential conflicts 
in many areas of life, especially health care” (p. 55). Thus, in order to provide 
appropriate healthcare to Muslim patients that is congruent with their lifestyle 
and beliefs, this section aims to provide an overview of the Islamic religious 
beliefs and cultural considerations in the Saudi context, since this thesis is 
specifically focused on care of a specific patient group in Saudi Arabia.
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Health is defined as the "state of complete physical, mental, and social well­
being and not merely the absence of disease or infirmity” (WHO, 1946; p. 
100). Although the previous definition is idealised, it can be noted that religion 
and culture were not included (Singer et al., 1999; Omu, 2010). 
Understanding patients' beliefs and perspectives is an important element to 
deliver culturally competent, appropriate and relevant healthcare (Hammoud 
et a/., 2005).
Omu (2010) suggested that with a lack of scientific attention to the potential 
relationship between religion, spirituality and health-related factors, it seems 
that the Western concept of health is built around the WHO definition. Since 
there is no distinction between religion and spirituality in the Islamic context, 
and the conception of religion is rooted under the umbrella of spirituality 
(Rassool, 2000), the current study uses religion and spirituality 
interchangeably.
Miller and Thoresen (2003) stated that there are two possible assumptions 
contributing to the limited scientific research on spiritual/religious processes: 
first, spirituality cannot be explored scientifically, and second, spirituality 
should not be explored scientifically. However, neither of these assumptions is 
correct (Miller & Thoresen, 2003); there is a large body of published scientific 
literature on the relationship between religion and physical health (Ellison & 
Levin, 1998; McCullough et al., 2000; Koenig et al., 2001; Powell et al., 2003; 
Hood et al., 2009) and mental health (Larson et al., 1998; Miller & Kelley, 
2005).
A study by Koenig et al. (1998) explored the effects of religious belief on the 
remission of depression in a total of 111 patients scoring 16 or above on the 
Center for Epidemiologic Studies Depression Scale in the United Kingdom. 
Patients were followed up four times at twelve-week intervals to assess 
changes in their depression symptoms. The findings concluded that intrinsic 
religiosity was significantly and independently associated with time to
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remission (HR^^=1.54, 95% C l =1.00-2.39, p=0.05). However, although 
physical illness severity was assessed in this study, the physical disability 
level and the cause of hospitalisation were not considered, and therefore the 
findings should be interpreted with caution.
In a systematic review by Townsend et al. (2002) examining the effects of 
religion on health, the results showed that increases in religious belief and 
religious activities may positively influence physical and mental health. 
Speedier recovery was found among Muslim patients suffering from 
depression and anxiety when they used Islamic-based psychotherapy. Al- 
Kandari (2011) explored the relationship between religiosity, social support 
and health among 1472 participants aged over sixty years (average mean 
age: 77 years) old in Kuwait. Data collection included the following 
measurements: self-rating scales, social support scale, frequency and 
strength of contact scales, the Somatic Symptoms Inventory (SSI; Abdel- 
Khalek, 2003), and blood pressure. The findings suggested that participants’ 
with high degree of religiosity had larger social support networks. In addition, 
participants who reported high degree of religiosity had lower mean diastolic 
and systolic blood pressure readings than those with a low degree of 
religiosity. Yet, the use of a single self-rating scale to measure the overall 
intrinsic degree of religiosity in the previous study limits the scope of 
understanding of one's religiosity including for example beliefs, rituals, and 
practices. Rippentrop et al. (2005) found that religious activities were inversely 
related with physical health outcomes, suggesting that patients with poor 
health status engaged more in religious activities as a coping method.
Promoting cultural awareness among healthcare providers is believed to 
improve skills and confidence in providing holistic health care services 
(Murphy & Clark, 1993; Al-Shahri, 2002; Leishman, 2004; Durey, 2010). 
Rashidi and Rajaram (2001) argue that Western care practices are 
increasingly focusing attention towards mind-body integration. Halligan (2006) 
stated that most theorists (with the exception of Leininger, 1991) have failed
Hazard ratio. 
Confidence interval.
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to reflect on the influence of culture on the concept of caring. Luna (1989) 
stressed the significance of considering the social and cultural context when 
dealing with Arab Muslim patients and promoting a sense of care.
Culture has been defined as the main belief system that is spread through a 
common sense of realisation (Smith, 2010). Lehman et al. (2004) believes 
that culture “represents a coalescence of discrete behavioral norms and 
cognitions shared by individuals within some definable population that are 
distinct from those shared within other populations” (p. 690). It can be noted 
that both definitions have a similar core message, which is the ‘shared belief 
system' of a defined population; this may include, but it is not limited to, race, 
religion, level of education, economic status and environmental factors (Al- 
Shahri, 2002). Although it is legitimate to avoid undervaluing the role of many 
factors, Islamic teachings are the main factor shaping the Saudi Arabia culture 
(Al-Shahri, 2002).
Islam implies total submission to the will of Allah (Lawrence & Rozmus, 2001; 
Abdul-Rahman, 2007). Islam is based on five basic pillars. These are: the 
profession of faith and that there is no god but Allah, and the prophet 
Mohammed, peace be upon him (pbuh), was the messenger of Allah; daily 
prayers with Muslims facing the direction of Mecca, the home of Allah; fasting 
during the holy month of Ramadan; Zakat, which is giving alms to the poor; 
and finally pilgrimage to Mecca (Lawrence & Rozmus, 2001). Islamic 
teachings are derived from the Quran (the holy book) and the Sunnah, which 
is the acts and sayings of the prophet Mohammed, peace be upon him. 
Although there is no clergy in Islam and followers can ask Allah directly for 
want they want, there are religious men or Mashaykha (Sheik in the singular), 
who are individuals with a qualified scholarship in the Quran and the Sunnah 
(i.e. Islamic studies), with the duty of clarifying and/or interpreting Islamic 
standpoints on any issue (Al-Shahri, 2002).
Islam is based on faith in Allah almighty, the notion that what happens and will 
happen in life and the hereafter is predestined, and the idea that what 
happens was written in an individual's fate (AIQadar) (Dodge, 2003; Sodiq,
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2010). The prophet Mohammed (pbuh) said, “no fatigue, no disease, nor 
sorrow, nor sadness, nor hurt, nor distress befalls a Muslim, even if it were the 
prick he receives from a thorn, but Allah expiates some of his sins for that” 
(Khan, 1997, p.75).
An ethnographic study by Kulwicki (1996) was carried out on illness 
perceptions and practices among Yemeni-American individuals. The study 
used a direct observation method as well as interviews with a convenience 
sample of thirty females (mean age of 35 years). The findings showed that 
participants relied greatly on religious explanations of illness, believing that 
illness is caused by an omnipotent deity. However, due to the lack of 
description in relation to the analytical process and ethical considerations in 
the study the findings should be interpreted cautiously.
Another study by Swami et al. (2009) examined lay perceptions of the causes 
and determinants of health, illness and recovery among a Malaysian 
population using the Health and Illness Scale (Furnham, 1994; Stainton 
Rogers, 1991). A total of 721 participants from different religious backgrounds 
(Muslims, Catholics and Buddhists) participated. The study revealed that 
Muslims, as compared to Catholics and Buddhists, scored significantly higher 
on the Fate and Religious factors within the ‘perceptions of the speed and 
likelihood of recovery’ from illness subscale (mean scores for Fate subscale = 
3.51, 3.34 and 3.16 respectively; mean scores for Religious subscale = 5.56, 
4.92 and 3.68 respectively). This indicated that Muslims in the Malaysian 
population are more likely to attribute their chances of a quick recovery from 
illness due to religious factors and fate. Additionally, Muslims were more likely 
to believe that the likelihood of sickness is uncontrollable, and that recovery 
was partially related to supernatural agents. However, a shortcoming of the 
study is the use of an opportunistic sampling technique in the previous study, 
as it might increase the risk of selection bias.
Swami et al. (2009) further argued that such beliefs (e.g. sickness is 
inevitable) might have a detrimental effect on health behaviour. In the 
literature, there are conflicting findings regarding the influence of fatalistic
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views on individuals’ health-related behaviours including healthcare seeking. 
For example, some studies have suggested that individuals with fatalistic 
views exhibit passive and/or learned helplessness behaviour when it comes to 
health-related behaviours.
Kayani etal. (2012, p. 1043) conducted research on fatalism or the ‘belief that 
events are predetermined and inevitable’ and its implications for risky 
behaviour on the roads and receptiveness to safety messages in Pakistan. A 
total of thirty Muslim participants were involved in the study, including car 
drivers, professional drivers (i.e. taxi, truck and bus drivers), police officers, 
religious orators and policy makers. Using a qualitative in-depth interview 
method during data collection the results showed that religion and fatalistic 
beliefs had a strong influence on the perception of road traffic crashes and the 
tendency to regard them as fated. This includes the perception of religious 
orators, who made the same kind of fatalistic attribution as other participants. 
Additionally, participants were of the opinion that the occurrence of adverse 
life events was inevitable even if safety measurements were taken. Similar 
results to the findings of Kayani et al. (2012) were also reported by Franklin et 
al. (2007), Kiani and Khodabakhsh (2013) and Nordfjærn etal. (2014).
Other studies have reported findings that contradict these. That is, religion or 
embracing fatalistic views has a positive influence on health-related 
behaviours as well as healthcare seeking (Harandy et al., 2010; Abdoli et al., 
2011; Omu et al., 2014). In fact, Islamic teaching encourages Muslims to look 
after themselves, by embracing a healthy lifestyle (e.g. regular exercise, 
avoidance of alcohol and tobacco) and seeking medical help when needed. 
For instance, when the prophet Mohammed (pbuh) was asked whether 
Muslims need to seek medical treatment, he replied, “Yes, you should seek 
medical treatment, because God, the Exalted, has let no disease exist without 
its cure, except for one ailment, namely, old age” (Meier et al., 2005; p.93).
Despite the rapid development in medical services in Saudi Arabia, traditional 
medicine is still practiced (Al-Shahri, 2002). This includes, but is not limited to, 
herbal medicine, chiropractic treatment, dietary treatments, cupping.
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cauterising, and fracture reduction. Traditional healers are typically illiterate 
and inherit their skill from their antecedents (Al-Shahri, 2002). It is of interest 
that sometimes those traditional healers ask patients to discontinue the use of 
hospital medications before starting their traditional therapeutic programme 
(Al-Shahri, 2002). Al-Rowais et al. (2010) investigated the reasons and health 
problems that prompted individuals to consult traditional healers (TH) in Saudi 
Arabia. The study recruited 1408 participants from primary health clinics. 
Based on the results obtained from a structured questionnaire, 42% of the 
participants had consulted traditional healers sometime in the past, and 24% 
had done so within the past twelve months. Traditional practices used were: 
cupping (4%), bone setting (2%), expelling JinnP"^  (2%), cautery (12%), herbal 
remedies (43%) and seeking religious healers (63%). The most common 
health-related problems that prompted patients to seek traditional healers 
were: depression, headache, sadness, low back pain, flatulence, and 
abdominal pain.
Another study by Allam et al. (2014) was also conducted in Saudi Arabia, this 
time assessing patients’ preferences for integrating herbal medicine within 
primary health care services. The results showed that among patients 
attending primary healthcare service (n=240), 65% of patients used herbal 
remedies. The majority of Al-Rowais et a/.’s (2010) and Allam et a/.’s (2014) 
participants had lower than a university education (81% and 61% 
respectively). In addition, although both studies were conducted in the Riyadh 
region, Al-Rowais et a/.’s (2010) results might be more representative and 
reflective of the Saudi population living in the Riyadh region for the following 
reasons. First, the majority of Allam et a/.’s participants were living in urban 
communities (except for one). However, in Al-Rowais et a/.’s study 42% were 
living in urban communities and 44% were living in suburban communities. 
Secondly, Al-Rowais et a/.’s study had a larger sample size. Finally, 74% of 
participants in Allam et a/.’s study had a monthly income of 10,000 riyals or 
less, while the income of participants in Al-Rowais et a/.’s study ranged
“The perception of a metaphysical creature that has a superpower and can cause harm or benefit to 
humankind” (Al-Rowals et al., 2010, p. 201).
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between high (43%), moderate (44%) and low (38%). However, Al-Rowais et 
al. did not justify their income categorisation.
Spiritual healing, which is derived from the Quran and Sunnah, is another 
method that is also widely practiced in Saudi Arabia in relation to health- 
related practices (Al-Shahri, 2002). The main modalities used in spiritual 
healing are the recitation of verses from the Quran and the sayings of prophet 
Mohammed (pbuh), drinking zamzam^®, black cumin, honey and the use of 
amulets (Al-Shahri, 2002; Al-Rawi & Fetters, 2012). Spiritual healing is either 
practiced by individuals themselves or by a religious healer who recites 
verses from the Quran and Sunnah together with breathing on the patients or 
blowing air on his/her head or forehead (Al-Krenawi & Graham, 2000; Al-Rawi 
& Fetters, 2012; Keshet & Popper-Giveon, 2013).
As mentioned earlier in this section, the findings of Al-Rowais et al. (2010) 
showed that 63% of the study participants (n=1408) consulted religious 
healers. Similarly, a large cross-sectional study by Albedah et al. (2013) on 
the use of complementary and alternative medicine in Saudi Arabia recruited 
a total of 1160 patients from twelve primary healthcare clinics in Al-Qassim 
region. The findings showed that 27% of the patients visited religious healers. 
It can be seen that there is a big difference in the percentages reported 
between the two studies, which could be explained by several reasons. 
Firstly, in Albedah et a/.’s study it was not clear whether participants were 
living in urban or suburban settings, since Al-Rowais’s et al. found that 
participants living in suburban settings were more likely to visit religious 
healers than those who live in urban settings. Secondly, the level of education 
might also account for the different results reported in the studies, as 81% of 
participants had lower than university-level education in Al-Rowais et a/.’s 
study compared to 66% in Albedah et a/.’s study.
W ater from the sacred well located in the city of Mecca, the home of Allah (ALKhahr, 2002; AIKurtass, 
2009).
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other cultural considerations related to healthcare behaviour are cleanliness 
(a ritual need for individuals to perform wudu^® before prayers) and modesty 
(Al-Shahri, 2002). Additionally, in the Saudi culture dignity is highly 
emphasised. This includes prompt responses to one's requests; hence late 
responses from healthcare professionals to patients' requests could be taken 
as negligence (Al-Shahri, 2002). Gender specific considerations are also a 
fundamental element in the Saudi healthcare context. Dealing with the 
opposite gender is restricted by certain norms. Islamic teaching forbids 
unnecessary touching with unrelated individuals of the opposite gender 
(including, for example, hand shaking and direct eye contact) (Al-Shahri, 
2002; Hammoud et al., 2005). During clinical visits male healthcare 
professionals usually examine or interview female patients in the presence of 
an adult chaperon from among her relatives (Al-Shahri, 2002; Hammoud et 
al., 2005). Alkadi and Roudsari (2013) stated that in Saudi Arabia “it is 
common for patients to insist on receiving care from same-sex healthcare 
givers” (p.58). Female patients may refuse physical examination if the 
clinician is male (Ezenkwele & Roodsari, 2013).
Finally, cultural values, customs and beliefs within the Saudi Arabian context 
are applicable to other Arab and Muslim countries also, as they are mainly 
derived from Islamic teachings.
2.6 Gaps in the literature
Several studies have explored patients’ experiences after traumatic injuries, 
but these studies have mainly employed quantitative methods with a focus on 
functional outcome and its relationship with other factors such as injury event, 
injured body region, social support, psychological sequelae and socio­
demographic status. The lack of qualitative studies in this area represents a 
major gap in the literature, indicating the need to go beyond linear, simplistic, 
risk-factor methods to examine subjective contexts and experiences (Biong & 
Ravndal, 2009). Qualitative methods enable researchers to present data that
Washing particular parts of the body (mouth, face, nasal cavity, hands, hair, forearms and feet) (Al- 
Shahrl, 2002).
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reflects the complex nature of these phenomena, and probe deeply to 
understand the patients’ experiences and perceptions (Herrera, 2003). Such a 
study will provide a unique addition to the existing quantitative studies 
(Kendrick et al., 2011).
Another limitation in the literature is that although the benefits of preoperative 
education on patients’ psychological and physiological outcomes have been 
demonstrated by many studies, it should be noted that the majority of these 
studies targeted elective surgery patients with little attention to patients 
undergoing emergency surgery. Nwomeh et al. (2005) stated that “the 
effectiveness of preoperative education during emergency surgery has not 
attracted significant research interest” (p. 1323). Therefore, further efforts 
towards exploring the effectiveness of preoperative patient education in 
emergency settings seems to be necessary.
Furthermore, nearly all studies on the consequences of injury and patients’ 
experiences were Western-centric (i.e. based in Europe and the United 
States). Due to the significant cultural and religious perspectives, it is difficult 
to relate the findings obtained from patients’ experiences in Western-centric 
countries to the Middle East or Saudi population. Thus the current study is the 
first to explore and report the experiences and perceptions of patients 
undergoing emergency lower limb surgery in Saudi Arabia.
Finally, in studies that have examined patients’ experience after traumatic 
injury, the views of healthcare professionals, with respect to care and clinical 
practice delivered to patients after traumatic injuries, were not captured 
(Sleney et al., 2013). Such information would provide an insight of the 
healthcare management approaches to patients following trauma, and 
consequently help to enhance the healthcare service provision (Gabbe et al.,
2007). Thus, in the current study, the perceptions of healthcare professionals 
from different professional backgrounds in relation to how they plan and 
deliver care to patients undergoing emergency lower limb surgery will be 
explored.
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2.7 Theoretical framework of the study
This section will introduce the theoretical framework used in the study to 
inform the research design and data analysis. This will be followed by the 
study's overarching aims and research questions.
The Illness Trajectory Framework was proposed by Strauss and colleagues in 
the 1960s and 1970s, and has since been further developed by Corbin and 
Strauss (Corbin & Strauss, 1992; Lubkin & Larsen, 2011). The Illness 
Trajectory Framework evolved from several investigations, using grounded 
theory to conceptualise the patient’s journey during chronic illness (Halcomb 
& Davidson, 2005).
A trajectory can be conceptualised as “a course of illness over time, plus the 
actions taken by patients, families, and health professionals to manage or 
shape that course” (Corbin, 2001, p.3). The Illness Trajectory Framework was 
originally applied to describe patients’ experiences with chronic illnesses such 
as multiple sclerosis (Miller, 1993), cancer (Dorsett, 1992), cardiac diseases 
(Hawthorne, 1991) and strokes (Burton, 2000). The use of the Illness 
Trajectory Framework in the context of acute traumatic injury has been given 
little attention (Halcomb & Davidson, 2005).
Recovering from a traumatic injury is a complex, interrelated trajectory that 
goes beyond the physical aspect of the injury to impact upon a range of 
psychological, social, environmental and economic factors (Halcomb et al., 
2005). Despite the reported prevalence of traumatic injuries, few studies have 
focused on holistic recovery from traumatic injury (Halcomb et al., 2005).
Identifying factors that influence patients’ experience following traumatic injury 
from a holistic viewpoint will provide healthcare professionals with a greater 
understanding of patients’ recovery and rehabilitation , which may 
subsequently assist in guiding and planning recovery programmes and the
The terms ‘recovery’ and ‘rehabilitation’ are used interchangeably in this thesis.
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provision of healthcare services (Halcomb et al., 2005; Halcomb & Davidson,
2005).
Theoretical frameworks that conceptualise the path of recovery and 
rehabilitation for traumatic injury patients have been limited. The Illness 
Trajectory Framework has the potential to acknowledge the biopsychosocial 
impact of injury, identify the pre and post injury-related factors that affect 
recovery and rehabilitation as well as the interrelationship of actions (e.g. 
between the injured person and the healthcare clinicians) (Richmond & 
Aitken, 2011).
The core concept of the Illness Trajectory Framework is the path or course of 
the illness. This course or path of illness is presented as the cumulative effect 
of the traumatic injury, which includes not only the physical aspect of the 
injury but also its impact on the individual’s psychological and social life over 
structured recovery phases after traumatic injury (Burton, 2000; Halcomb & 
Davidson, 2005). However, the Illness Trajectory Framework has been 
criticised for its’ focus on “symptoms overtime rather than on the entire illness 
experience” (Brauer et al., 2001, p.88). Responding to this criticism the views 
of different healthcare professionals on how they plan and delivery of 
healthcare services to patients following traumatic injury is explored in the 
current study to broaden the spectrum of patients’ experience following 
traumatic injury.
The Illness Trajectory Framework links with the biopsychosocial model in its 
recognition of the multifaceted nature of illness pathways, which depend on 
individuals and how they learn, perceive and interpret the world within their 
individual social and cultural environment (Rassool, 2011). George Engel, 
who published one of the landmark articles critiquing biomedicine in 1977, 
formulated the “biopsychosocial model as a dynamic, interactional, but 
dualistic view of human experience in which there is mutual influence of mind 
and body” (Borrell-Carriô et al., 2004; p. 581). The biopsychosocial model 
imply that all illness have at once biological, psychological and social 
implications (Dilts, 2001). The strength of this model is that the description of
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health-related problems is more thorough than the traditional medical model 
as it does not view the individual as a static entity but as ‘one that constantly 
changes’ (Dilts, 2001, p.16). The biopsychosocial model considers domains 
such as affective (i.e. emotional profile), behavioural style, biological response 
to illness, cognitive style and environmental aspects including culture and 
religion (Nixon & Heath, 2008). Thus, the current study considered the 
biopsychosocial model as an overarching framework to inform the study 
design and data analysis. This involves exploring clinician’s perceptions 
regarding the current healthcare services provided in emergency settings 
including the biological, psychological and social consideration as well as their 
experiences with injured patients in Saudi Arabia. Additionally, the researcher 
also investigated patients’ experiences following traumatic LL injury that 
necessitated emergency surgery taking into consideration the biopsychosocial 
aspect of injury which involve both internal and external contextual factors 
such as emotions, social life, belief system, health-related behavioural style 
and environmental consideration (Hunt etal., 2008).
To further understand patients’ experience, the Illness Trajectory Framework 
was used to understand patients’ experiences after a traumatic injury. The 
Illness Trajectory Framework is based on the assumption that once the illness 
trajectory is initiated, there are possible common phases that can be used to 
conceptualise individuals’ experiences of illness (Diederiks & Bal, 1997). 
These phases are: the Pre-Trajectory Phase; Trajectory Onset; the Acute 
Phase; the Stable Phase; the Unstable Phase; and the Dying Phase. The final 
phase is characterised by terminal illness (i.e. multi-systemic effects of an 
injury) (Halcomb & Davidson, 2005), which this study did not focus on.
This study is one of the few reported studies, and certainly the first to be 
carried out in Saudi Arabia, to examine patients’ experiences with healthcare 
services and recovery after lower limb injuries that necessitate emergency 
surgery:
- Pre-Trajectory Phase: This phase occurs before the onset of 
trajectory symptoms. It considers the possible risk factor/s that led to
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the traumatic injury (Burton, 2000). This phase highlights the 
importance of injury prevention (Burton, 2000).
- Trajectory Onset: This phase is characterised by the occurrence of 
the traumatic event, taking into account signs and symptoms of injury, 
which can pose a serious threat to individuals' physical, psychological 
or social integrity (Burton, 2000).
- Acute Phase: The period during which assessment and medical 
interventions take active place to control symptoms and prevent 
complications related to the traumatic injury (Burton, 2000). This study 
will consider issues around the initial medical assessment and 
interventions carried out in the emergency department, followed by 
surgical intervention.
- Stable Phase: Where medical intervention is effective, a stage of 
stabilisation with respect to patients’ conditions may be reached, which 
will necessitate different degrees of intervention to maintain and 
improve patients’ health (Burton, 2000). During the stable phase issues 
around recovery and rehabilitation as well as service use will be 
considered.
- Unstable Phase: An individual might experience direct or indirect 
challenges to recovery after an exposure to traumatic injury, which 
needs adaptation and reappraisal of interventions, usually does not 
necessitate hospital admission, and promotes stability and coping 
(Burton, 2000). Therefore, this phase will take into account 
deterioration or ongoing difficulties during patients’ recovery (Halcomb 
& Davidson, 2005; Margereson & Trenoweth, 2009), exploring the 
social, psychological and physical impact of injury.
Trajectory management is constructed on both the trajectory projection, which 
is defined as the vision of course of illness and its future outlook, and the 
trajectory scheme, which includes the overall plan of care that is specifically 
designed to shape the course of illness (Diederiks & Bal, 1997). Trajectory 
management indicates “the process and responses of the trajectory scheme 
and the illness course” (Diederiks & Bal, 1997; p. 170). From the literature
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reviewed in this chapter as well as the theoretical framework presented in this 
section, the aims and research questions are:
Aims:
a) To explore patients’ experiences of Saudi Arabian healthcare services 
relating to emergency lower limb surgery and their recovery, and
b) to explore clinicians’ perceptions in the planning and delivery care in 
emergency settings and their experiences in dealing with lower limb injured 
patients.
Research Questions:
The following research questions have been addressed in this study:
1. How do patients experience healthcare following a traumatic injury that 
necessitates emergency lower limb surgery?
2. What is the nature of patients’ journeys of recovery, including barriers and 
facilitators, after traumatic injury that necessitates emergency lower limb 
surgery?
3. How do healthcare professionals from different professional backgrounds 
plan and deliver care to patients undergoing emergency lower limb surgery 
and what are their experiences of treating this patient group?
69
Chapter 3: Methods
3.1 Introduction
Experiencing traumatic injury can affect individuals’ lives in different ways, 
impacting on their physical, psychological and/or social wellbeing. The current 
study investigated patients’ experiences of recovery and rehabilitation after 
lower limb injury that necessitated emergency surgery^® in Saudi Arabia. 
Furthermore, the study also explored how the provision of healthcare services 
is planned and delivered in emergency settings from the perceptions of 
clinicians from different healthcare disciplines and their experience with lower 
limb injured patients.
The development of the research methodology was guided by the literature 
review, research aim and research questions. Before discussing and critically 
evaluating the research methods that were used, it is appropriate first to 
introduce the underlying philosophical assumptions of the research. A 
discussion of the research philosophy and the approach to the research 
design are provided in this chapter. Also presented is an examination of 
ethical considerations, a description of the pilot study, the study participants, 
the sampling strategy employed, the recruitment method, the data collection 
and the data analysis.
3.2 Research philosophy
Understanding a phenomenon within its given context is a requirement for 
qualitative researchers to be able to give meaningful answers to research 
questions (Wicks & Whiteford, 2006). Research philosophies are briefly 
discussed in this section to provide a background for the research 
methodology adopted in the current study. Research methods are based on 
certain philosophical assumptions; two assumptions in particular underpin the 
conceptual basis of all research (Wicks & Whiteford, 2006; Bryman, 2008; 
Omu, 2010). These are the epistemological and ontological aspects of the
Refers to a medical case that necessitates a direct admission for surgical intervention before 
discharge.
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research. The term epistemology originates from the Greek, and means 
‘stand upon' (Spender, 1998, p. 233). According to Bryman (2008, p. 13), 
epistemology is related to “the question of what is (or should be) regarded as 
acceptable knowledge in a discipline”. Epistemological studies are concerned 
with the nature of human justification and knowledge (Spender, 1998; 
Albawardy, 2010).
In contrast, social ontology is concerned with enquiries regarding the entity 
and nature of social reality and how these concepts are related (Gould, 2003; 
Bryman, 2008; Gallotti, 2010; Ikaheimo & Laitinen, 2011). It focuses on the 
foundational objects, which are viewed as the source of reality that 
encompasses knowledge (Cameron, 2013). The researcher and the research 
participants are deeply involved in an attempt to co-construct realities 
(Nassar-McMillan et al., 2010).
Rockmore (2011) argued that epistemology and ontology are interrelated and 
therefore are inseparable. Both of these two notions of research are 
concerned with what is known and referred to as an individual’s ‘worldview’, 
which has a major influence on the observed important aspects of reality 
(Thomas, 2010, p. 292).
3.2.1 Phenomenology
Phenomenology is a branch of research philosophy developed by Edmund 
Husserl. A phenomenological perspective suggests that the world as 
experienced by a person, or by a group of people, is the real world (Sim & 
Wright, 2000). A view of a specific social reality is formed by the interaction 
processes of individuals within a certain context (Anderson, 1991; Sim & 
Wright, 2000). Husserl (2012, p. xlii) described phenomenology as follows: 
“transcendental phenomenology is not a theory, devised merely as a reply to 
the historic problem of Idealism, it is a science founded in itself, and standing 
absolutely on its own ground".
According to Sokolowski (2000), in order to understand what phenomenology 
is, it is important to distinguish between two different perspectives or attitudes 
that we (individuals) can adopt. These are the natural attitude and the
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phenomenological attitude. The natural attitude is “the focus we have when 
we are involved in our original, world directed stance, when we intend things, 
situations, facts and any other kinds of objects” (Sokolowski, 2000; p.42). The 
phenomenological attitude is concerned with how we analyse, describe and 
reflect upon the natural attitude and all the intentionality that occurs within the 
natural attitude (Sokolowski, 2000). Phenomenology is about the study of 
experience and revealing structures of its meaning (Sanders & Wisnewski, 
2012).
A number of gaps in relation to qualitative studies exploring patients' 
experience following traumatic injury in general and studies conducted in the 
Middle East in particular were identified in the studies reviewed in chapter 2. 
Therefore, the aim of this study is to explore patients’ experiences of Saudi 
Arabian healthcare services relating to emergency lower limb surgery and 
their recovery, in addition to clinicians perceptions about the planning and 
delivery of care in emergency settings, and their experience with lower limb 
injury patients. In order to understand this phenomenon the researcher 
adopted a phenomenological approach in the present study to construct the 
experiences of patients and clinicians from a holistic perspective.
Van Manen (2010, p. 2) argues: "why then should one adopt one research 
approach over another? The choice should reflect more than mere whim, 
preference, taste, or fashion. Rather, the method one chooses ought to 
maintain a certain harmony with the deep interest that makes one an educator 
(a parent or teacher) in the first place”. In the present study the use of 
phenomenology was based on the following reasons. Phenomenology as a 
research lens focuses on meaning as it relates to identity-perceptions of 
individuals about their culture, society and acts and about themselves and 
others (Randles, 2012). It considers what the world is and how it is constituted 
by individuals in everyday life (Ihde, 2012). Phenomenology values the 
rigorousness in individuals’ experiences, focusing on the totality of informants’ 
reality; thus phenomenology is holistic in perspective (Oiler, 1982; Morse, 
1992; McKinney & Deeny, 2002). Husserl considered phenomenology “as 
rigorous, holistic inquiry” (Smith & Yong, 2010; p. 122). Phenomenology is
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systematic, in that it uses a specially practiced mode of questioning, and 
explicit in that it attempts to articulate through the form and content of data, 
structuring the meanings embedded in the lived experiences (Van Manen, 
2010).
Phenomenologists are concerned with facticity of the cultural, sociological, or 
psychological differences or peculiarities of the meaning of individuals’ 
experience (Van Manen, 2010). Hence, it is imperative for researchers to 
focus carefully on questioning what is important to the individuals’ experience 
(Van Manen, 2010). It is largely “a matter of identifying what it is that deeply 
interests you or me and of identifying this interest as a true phenomenon” 
(Van Manen, 2010, p. 40). The present study is interested in patients’ journey 
of recovery and rehabilitation following lower limb injury from a multifaceted 
perspective; thus the biopsychosocial model was used as an overarching 
framework for this study and the Illness Trajectory Framework to construct the 
nature of this phenomenon.
Developing from the ideas of Husserl (1859-1938), in phenomenology the 
researcher’s role is to bracket his or her own experience and theoretical 
background, be objective when gathering and interpreting data, and withhold 
any preconceptions including all affirmations (O’Shea & Kelly, 2007; Hamill & 
Sinclair, 2010; Almadani, 2011; Moran et al., 2012). Sokolowski (2000, p.49) 
argues that using bracketing does not imply that the researcher turn to mere 
appearance, rather the lived experience is considered “precisely as it is 
intended by an intentionality in the natural attitude”. Thus, the researcher in 
the present study remained objective towards the study findings. This was an 
ongoing conscious process in order to maintain the focus on the lived 
experiences of patients and clinicians.
According to Gummesson (1991), phenomenology is one of the prevailing 
methods for qualitative research in the social science literature. Several 
studies, using a phenomenological approach, have focused on patients’ 
experience of using wrist splints (Veehof et al., 2008), mental health service 
users' experience of the therapeutic relationship (Shattell et al., 2007) and 
living with cerebellar ataxia (Cassidy et al., 2011).
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3.3 Research approaches
The relationship between research and theory can be classified as deductive 
or inductive in nature (Dantzker & Hunter, 2011). A deductive method starts 
with a concept or idea, and investigations or activities often designed to 
discover or confirm that principal concept or idea (Khan, 2001). On the 
contrary, inductive methods search acquired knowledge for patterns, 
similarities or likenesses, allowing a theory or a conclusion to be induced 
(Brady, 1987; Thomas, 2006; Bryman, 2008). Therefore, as this study aims to 
analyse, describe and gain a better understanding of the patients' experience 
and the clinicians’ views and experiences (inductive approach), using the 
biopsychosocial model and the Illness Trajectory Framework to guide the 
study findings (deductive approach), this research employed an iterative 
process between inductive and deductive approaches (Thomas, 2006).
3.4 Research design
Qualitative research covers a range of research methods that look at and 
describe individuals’ experience, social context, behaviours and interactions 
(Razafsha et al., 2012). Qualitative research is concerned with the attempt to 
understand and interpret particular phenomena in relation to the meanings 
that are brought up by individuals (Denzin & Lincoln, 2000).
Therefore, taking into account the literature reviewed in chapter 2, the current 
study aims and research questions, and the theoretical framework, a 
qualitative approach was adopted based on the following considerations:
• The current study is the first to explore and report patients’ experiences 
and clinicians’ perspectives regarding healthcare services and recovery 
after emergency lower limb surgery in Saudi Arabia. Qualitative 
methods are best suited to allowing the researcher to explore 
participants’ experiences and views.
• Qualitative methods are generally better suited to exploring new areas 
that little is known about (Morse, & Field, 1996; Ruyter &Scholl, 1998). 
Thus, considering the current dearth of literature about patients’
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experiences after a lower limb injury that necessitates emergency 
surgery, a qualitative approach was more appropriate.
• Qualitative methods allow participants to reflect on their experiences 
describing different issues that influenced their encounters with 
healthcare services. In addition, a qualitative approach also allows 
researchers to probe into areas of interest, particularly when using 
semi-structured or unstructured interview approaches.
In the social sciences there are various qualitative methods which may be 
used, such as interviews, participant observation and focus groups (Cooney,
2006). Byrne (2004, p. 182) suggested that “qualitative interviewing is 
particularly useful as a research method for accessing individuals' attitudes 
and values -  things that cannot necessarily be observed or accommodated in 
a formal questionnaire”. This study employed an interview approach as the 
data collection method for the research. This was based on the following 
applications of the interview method as outlined by Lincoln and Cuba (1985,
p. 268):
• “Here and now constructions -  participants’ explanations of events, 
activities, feelings, motivations, concerns
• Reconstructions -  explanations of past events and experiences
• Projections -  explanations of anticipated experiences
• Triangulation -  verification or extension of information from other 
sources
• Member checking -  verification or extension of information developed 
by the researcher”
In the current study, several of Lincoln and Cuba’s statements are relevant. 
For the first statement, ‘here and now constructions’, patients discussed 
issues about their health status, recovery, rehabilitation, feelings, concerns, 
activities and social life. In addition, clinician participants elaborated about the 
healthcare system in general and in emergency settings in particular in the 
Saudi healthcare sector. Regarding the second statement, ‘reconstructions’, 
patient participants drew on their experience of traumatic injury as well as the
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use of healthcare services in emergency settings. Clinicians demonstrated the 
gaps in the services, challenges experienced with patients and their views 
about how patients cope after traumatic injury. Finally, with respect to 
‘triangulation’, the information generated from patients experiences were 
contrasted were possible with information from other sources (i.e. clinicians 
from different professional backgrounds). Rubin and Babbie (2009, p. 232) 
stated that one of the triangulation strategies in qualitative studies is that the 
researcher seeks “corroboration between two or more sources for their data”.
According to Silverman (2006) there are three types of interview format, open- 
ended, focus groups, and structured and semi-structured interviews. Open- 
ended interviews can be either unstructured, comprising informal conversation 
that allows participants to describe their experience with a flexible range of 
possibilities, or structured, whereby interviews become formal with little 
flexibility that allows participants to respond on their own terms (Melnyk & 
Fineout-Overholt, 2011). A focus group is a group interview, which generates 
data through discussion and interaction on a designated topic or topics 
according to Melnyk and Fineout-Overholt, (2011).
Structured interviews are characterised by the use of a standardised set of 
questions for all participants, with no prompting or improvisation (Silverman, 
2006; Mathis & Jackson, 2010). Semi-structured interviews are more focused 
than the unstructured format but “less formal” than structured interviews 
(Munhall, 2007, p. 309). Semi-structured interviews enable the researcher to 
ask all the participants the same questions in relation to the study’s area of 
interest, but they also allow a more flexible framework in conjunction with a 
systematic format (Dearnley, 2005; Lodico et al., 2010). In addition, this style 
of interview enables the researcher to probe deeply into the participants’ 
experiences, following up on the emergence of unexpected issues during the 
interview (Lodico et a/., 2010). However, the researcher is required to 
maintain a balance between question-driven interaction and free-flowing 
conversation (Lee, 1998). Therefore, it was decided that semi-structured 
interviews would be the appropriate interview method to meet this aims of this 
study.
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In addition, the researcher also opted for the use of open-ended questions, 
allowing participants to provide and formulate their own answers (Babbie, 
2012). According to Barrass et al. (2008, p. 251) the advantage of using an 
open-ended question method is to “allow the interviewer to probe where 
necessary to provide more depth to the response, or clear up any 
misunderstandings”.
3.5 Pilot study
It was necessary to carry out a pilot study to:
■ confirm that the researcher was familiar with the data collection 
method;
■ test the interview’s topic guides for consistency and stability after 
translation;
■ resolve any ambiguities and ensure that the level of language 
proficiency was appropriate and at the required level of clarity;
■ ensure that the interview topic guides were understandable and easy to 
follow and respond to;
■ get feedback about the research, including the nature of the interview 
and questions delivered, and the length of the interview.
Three participants (two patients with a previous injury history that 
necessitated surgical intervention, and one clinician who had worked with 
injury patients) volunteered to take part in the pilot study. The interviewees 
were drawn from a similar population to that used for the actual research 
using the same inclusion and exclusion criteria. On the completion of each 
interview the participants were asked for their feedback. The feedback from 
the three volunteers was positive, and no changes were made as a result of 
the pilot study.
3.6 Sampling
Identifying the population is the first stage of sample design (Ritchie et al.,
2003). Three main questions should be considered in order to identify the 
study’s population (Ritchie et al., 2003):
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- Which group and/or subgroup of people are of central interest to the 
study?
- Are there any subdivisions of the main targeted population that 
shouldn’t be included in the study?
- Are there any more groups or subgroups for which the study will be 
interested in their experience and views, which might contrast and/or 
complement the insights of the enquiry?
For the patient group, the aim was to recruit an equal number of male and 
female participants among a working population with an age range of 18 to 60 
years. The upper age limit was based on the retirement age in Saudi Arabia 
(Al-Refaee & Al-Hazzaa, 2001).
For the second group, the study aimed to recruit clinicians from different 
professional disciplines who worked with injured patients.
Purposive sampling and theoretical sampling are often used synonymously 
(Silverman, 2009). This sampling approach selects "groups or categories to 
study on the basis of their relevance to your research ... and most importantly 
the explanation or account which you are developing" (Mason, 1996: p.94). 
Purposive sampling is a widely-used sampling method in qualitative studies, 
as it increases the scope and the range of data collected (Lincoln & Guba, 
1985; Follins, 2004). Patton (2002, p. 230) stated that “the logic and power of 
purposeful sampling lies in selecting information-rich cases for study in 
depth’’.
Researchers have argued that the strength of the purposive sampling method 
actually lies in its deliberate bias (Bernard, 2002; Lewis & Sheppard, 2006; 
Tongco, 2007). For the reason that phenomenological studies aim to 
understand and describe a particular phenomenon of interest, it is appropriate 
to use purposive sampling to recruit informants who can convey the depth and 
breadth of their experience and reflect on its meaning (laquinta & Larrabee,
2004). Therefore, to meet the current study aims, the study employed a 
purposive sampling technique, which included consecutive sampling and
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maximum variation sampling techniques, reflecting the inclusion-exclusion 
criteria (sections 3.6.1.1 and 3.6.1.2 respectively).
For the patient group, a consecutive sampling method was used to select the 
available patients at the time that the research was conducted, to ensure the 
diversity of participants' age and gender over the determined period of 
recruitment (further discussion on recruitment method is presented in section 
3.8). Consecutive sampling is “a nonprobability sampling method that involves 
recruiting all people from an accessible population over a specific time 
interval, or for a specified sample size” (Polit & Beck, 2013, p. 179). Verma 
(2014) argues that the strength of consecutive sampling is that it aims to 
include all potential subjects who are available in a single location and thus it 
increases the representativeness of the sample.
For the clinician group, the maximum variation sampling method was 
employed to select participants from among a small sample with a diverse 
background, thereby enriching the data with a wide range of views and 
perceptions (Rubin & Babbie, 2009). Maximum variation sampling 
purposefully selects subjects with the aim of achieving accurate 
representation of the total population from a range of variation on the basis of 
interest (Altinay & Paraskevas, 2009; Profetto-McGrath et al., 2010). The 
underlying principle is that by studying a diverse selection of participants, 
“their aggregate answers can be close to the whole population's value” 
(Altinay & Paraskevas, 2009; p. 103). Patton (1990, p. 172) stated that there 
can be “a great deal” of heterogeneity in a small sample since each person is 
very different from the others. However, by applying the following logic this 
apparent limitation of the maximum-variation method can be turned into a 
strength; that is, any frequent or commonly emerging patterns from a 
maximum varied sample capture the core experience, shared aspects and 
central impact of a particular area (Patton, 1990). Seidman (2006) described 
the use of maximum variation sampling as an effective basic strategy when 
choosing participants for interview research.
The recruitment process for both groups (i.e. patients and clinicians) 
continued until data saturation was achieved, defined as the point when the
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same remarks or statements occurred repeatedly (Grady, 1998). In other 
words, data saturation occurred when any new data collected was ‘redundant’ 
to the previously collected data (Grady, 1998, p. 26). Hale et al. (2007, p. 91) 
stated that “achieving data saturation is often cited as a measure of the 
validity of a qualitative project”. According to Lincoln and Guba (1985) and 
Guest et al. (2006) it is anticipated that data saturation can be achieved with 
12 participants. However, there is no consensus in the literature regarding the 
number of participants for a reliable and valid qualitative analysis (Glidden,
2008). To determine whether data saturation has been achieved, the 
researcher must engage in preliminary analysis during data collection (Curtis 
& Curtis, 2011). Further details on the sampling strategy employed in this 
study are presented next.
3.6.1 Sampling strategy
Using a purposive sampling method the researcher aimed to recruit 
participants as follows. For the patient group, the researcher aimed to recruit 
patients who had undergone emergency lower limb surgery. All types of lower 
limb injuries were included in this study, with no specification of particular 
injury sites, since the study concentrates on the patients’ experience with 
healthcare services and their journey of recovery including barriers and 
facilitators rather than the physical aspects of the injuries.
For the clinician group, the researcher aimed to recruit clinicians with direct 
experience of caring for lower limb injury patients, including representatives of 
the following groups: orthopaedic consultants, orthopaedic senior^® registrars, 
physiotherapists, occupational therapists, head nurses, staff nurses, charge 
nurses, social services employees, clinical psychologists and psychiatrists (Ip, 
2007; Alpert ef a/., 2009).
Participants from both groups (patients and clinicians) were recruited from 
one of the main government hospitals in Riyadh city. The recruitment process 
intended to include one or more of the government hospitals in the capital of 
Saudi Arabia, Riyadh, depending on the volume and cases presented in each
A qualified doctor who spent several years of experience in a medical speciality after completing the 
residency programme.
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hospital. According to the Ministry of Health repor ts in  2012, the main 
government hospitals located in Ar-Riyadh city are:
King Abdul Aziz University Hospital;
King Khalid University Hospital;
King Abdul Aziz City of Medicine;
Riyadh Armed Forces Hospital;
Al-lman General Hospital;
Saudi Centre for Organ Transplant;
Security Forces Hospital;
King Faisal Specialist Hospital and Research Centre;
Yamamah Hospital; and 
King Khalid Specialist Eye Hospital.
The researcher contacted and/or visited the orthopaedic departments in all 
hospitals providing adult orthopaedic healthcare services to identify which of 
them had the highest number of lower limb injury cases. The researcher 
sought approval to conduct the study in the hospital which reported the 
highest number of patients to ensure availability of cases during the 
researcher’s determined data collection period.
3.6.1.1 Inclusion criteria
For the patient group the inclusion criteria were:
• Male and female participants aged between 18 and 60 years old. In 
Saudi Arabia, the lower legal working age limit is 18 years old and the 
retirement age is 60 years old. As discussed in chapter 2, studies have 
demonstrated negative financial and employment consequences 
following injury (Trickett et al., 2012; Gabbe et al., 2014). Thus, 
choosing this particular age interval was to ensure the inclusion of 
working population to obtain a better understanding of socio-economic 
status after lower limb injury and to view a border range of injury- 
related consequences.
30 http://www.moh.gov.sa/en/IVIinistry/Statistics/book/Documents/1433.pdf
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• Any type or site of lower limb injury (i.e. from the hips to the toes) that 
necessitated any form of emergency surgical intervention. As 
discussed in chapter 2 section 2.7, the aim of the study was to 
investigate patients’ experiences with healthcare services as well as 
their journey of recovery rather than focusing on the physical impact of 
injury only. Toien et al. (2011) stated that the inclusion of patient 
participants with different injury severity would provide an opportunity 
to explore the impact of relative contribution of physical and 
psychological factors.
• Patients who had had their surgery no less than three months and no 
longer than four months before the interviews. These criteria were 
imposed to ensure that participants had time to engage with hospital 
services and to reflect on the impact of their injury and the recovery 
process. In addition, studies have suggested that the reliability of 
experience recall remains reliable for up to three months after surgical 
intervention (Mock etal., 1999; Howell etal., 2008).
For the clinician group the inclusion criteria were:
• Full-time employees in one of the government hospitals in Riyadh city 
(listed in section 3.6.1). It was considered that full time employees have 
better continuity with patients fulfilling the inclusion criteria. In addition, 
it was indicated by the hospital contact person for the study that 
recruiting part-time employees would be problematic as they may be 
less willing to be interviewed because of the pressure of time at work, 
and their limited availability in the hospital.
• Clinicians who have professional experience of no less than five years 
and a current minimum of 20 hours per week in direct patient care 
(AIper et al., 2005), to ensure their exposure to a wide range of mixed 
trauma population with different injury severity levels.
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3.6.1.2 Exclusion criteria
Exclusion criteria for patient participants:
• Lack of capacity to consent as determined by the collaborative member 
of staff.
• Any form of clinically recognised permanent paralysis due to the injury. 
Developing paralysis can be very disabling requiring special care and 
intensive rehabilitation (Warren, 1999; Granville, 2007). Excluded for 
the reason that this study is focusing on patients’ experience with 
healthcare and their journey of recovery, including the physical, 
psychological and social aspects of injury; the experience of patients 
who developed paralysis due to the injury might vary considerably 
compared with that of patients without paralysis.
• Previous history of psychiatric or psychological disorders and/or 
traumatic brain injury. Studies have indicated that the presence of such 
conditions increases the likelihood of post-injury psychological or 
psychiatric problems (Fann et al., 2001, Rapoport et al., 2005; 
Chossegros et al., 2011; Fann et al., 2011), which might adversely 
create an extra burden on patients during an interview.
Exclusion criteria for clinician participants:
Part-time employees, clinicians with professional experience of less than five 
years, or who have a workload of less than 20 hours per week in direct patient 
care.
3.7 Ethical considerations
This study sought full ethical approval from the Saudi Ministry of Health Ethics 
Committee and the University of Surrey Ethics Committee, and received 
favourable ethical opinions from both committees (see Appendix 5: Saudi 
Ministry of Health Ethical Approval and Appendix 6: University of Surrey 
Ethical Approval).
Initial contact with the potential participants was made through a collaborative 
member of the hospital clinical team working as a senior staff nurse in the
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orthopaedic department where the study was taking place (this member of 
staff was not taking part in the study). The collaborative member introduced 
the study to potential participants and presented them with a copy of the 
participation information sheet (see Appendix 7). Interested participants 
expressed their initial willingness to take part in the study to the collaborative 
staff member, who then informed the researcher. The researcher contacted 
the interested participants and re-introduced the study.
Participants were verbally informed about the purpose of the study and the 
nature of questions they would be asked, as well as the estimated duration of 
the interview. Participants were also informed that they could ask questions at 
any time, and that they had the right to withdraw from the study without giving 
any reason. Finally, all participants received a copy of the participation 
information sheet.
The current study used the participation information sheet and consent form 
based upon those used in the Impact of Injuries study (Kendrick et al., 2011). 
The participation information sheet and the consent form were edited to meet 
the purpose of the current study (see Appendix 15). Approval for their use 
was obtained from the Impact of Injuries study principal investigators (see 
Appendix 8).
Before the start of the interview, all participants were given a consent form 
(see Appendix 9), to confirm their readiness to take part in the study and to 
acquire their approval regarding the use of the data collected for research 
purposes.
Participants were also informed that all information collected during the 
interview would be kept strictly confidential, and that during the data analysis 
they would be given random fictitious names rather than their real names to 
ensure anonymity. Finally, all data were coded and kept confidential. The data 
were stored on a password-protected personal computer.
For the purposes of the Data Protection Act 1988, the data controller is the 
University of Surrey.
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3.8 Recruitment method
Ethical approval was sought and granted from the hospital with the highest 
number of lower limb injury cases in Riyadh (see Appendix 10). This hospital 
is one of the leading government healthcare facilities that provide free care 
services for all Saudi citizens. It has a capacity of 840 beds and 20 operating 
theatres providing all general and subspeciality medical services (Ali et al., 
2010).
For the patient group, all eligible participants who had undergone emergency 
surgery within the last three months were approached by the collaborative 
member of staff, either during their hospitalisation or during one of their 
clinical visits. Interested participants were then contacted again by the 
collaborative member of staff three months later to ascertain their continued 
willingness to participate. For participants who reconfirmed their willingness to 
be interviewed, an appointment was arranged according to the participants’ 
preference and availability, to conduct an interview face to face at the hospital 
(taking account of cultural restrictions regarding home visits). In the Saudi 
cultural environment it is not appropriate to do home visits for interviews. To 
ensure that the participants fulfilled the inclusion criteria, the collaborative 
member of staff accessed and checked patients’ medical files.
Furthermore, for comparison purposes and in order to assess any potential 
response bias during the recruitment procedure, the researcher asked all 
study participants about, and recorded, their demographic and injury 
characteristics (age, sex, employment status^\ living status^^, classification^^ 
of injury, nature of injury, and cause of injury) (see Appendix 11). 
Additionally, although the researcher did not ask explicitly about participants’ 
socio-economic status, information regarding household tasks and 
transportation were elicited; thus, the researcher was able to determine who 
did and did not have domestic staff. That was used as a crude indicator of 
socio-economic status (Appendix 13).
Employed/student or retired.
Living with family or alone.
^  Unilateral injury or bilateral injury. 
^  Medical diagnosis.
Internal or external cause of injury.
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For the clinician group, the recruitment process commenced after finalising 
the recruitment of all the patients. Eligible clinicians were also approached by 
the same collaborating member of staff. An email containing the clinician 
participant information sheet and introducing the researcher and the study 
was sent on behalf of the researcher to all potential participants. Interested 
clinicians replied to the collaborating member of staff by email, to be 
forwarded in turn to the researcher who contacted interested participants and 
arranged for an interview appointment at their convenience and according to 
their availability.
The participant recruitment process for the study was carried out from one 
named consultant’s, weekly (Monday’s) orthopaedic outpatients’ clinic, during 
the period October 2011 to April 2012 (Appendix 18). All the recruitment was 
conducted by the collaborative member of staff.
3.9 Data collection
The study used semi-structured interviews. Participants were asked to give 
approximately 60 minutes of their time. Each group (clinicians and patients) 
received a different form of participation information sheet (see Appendix 7). 
Although the sheets are similar in content, they differ slightly in the 
presentation style.
The interviews were guided using two different topic guides, one for each 
group, which is discussed in the next section. In addition, field notes were 
used during the data collection process. Mack et al. (2005, p. 84) stated that 
“typed field notes provide contextual information that could enhance the 
researchers’ understanding of the transcript and therefore need to be easily 
identifiable as part of the same data collection event”. Therefore, the 
researcher documented her comments on factors such as the participants’ 
observed emotions during the interview, the interaction of the participant, 
body language, expressions and other non-verbal responses.
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3.9.1 Data collection tool
Face-to-face interviews were conducted by the researcher to collect data 
using two different topic guides (one for each participant group) based upon 
those used in the Impact of Injuries study (Kendrick et al., 2011). This is a 
seminal study in the area of traumatic injury conducted in the United Kingdom. 
The topic guide used in the impact of injury study for injured patients identified 
areas that were important to the patient experience such as impact on 
emotions, experiences with health services, access to transportation, impact 
on family, and employment. Additionally, the impact of injury study service 
providers topic guide aimed to gather information to help inform and develop 
services provided for patients during recovery. Therefore, the topic guides 
used in the impact of injuries study served the aim of the current study. 
However, the topic guides were edited to account for cultural and system- 
related differences as well as the study’s aim (see Appendix 15). Approval for 
the use of these materials was granted from the principal investigators in the 
Impact of Injuries study (see Appendix 8).
The categories of the topic guides were as follows. For the patient group (see 
Appendix 13) there were twelve areas that were covered in the topic guide: 
treatment of injury and hospital experience; home life after treatment; informal 
support after treatment; formal support after treatment; work life after 
treatment; financial implications; the role of transport; perception of health; 
emotion/s after treatment; perception of recovery; perceived gaps in the 
health services and general view of impact of injury.
For the clinician group there were seven categories in the topic guide (see 
Appendix 12): the service they provide; background; views on patients’ 
experiences of coping with injury; evaluation of the service; gaps in the 
service; general service provision and good practice; and professional 
development.
As the primary language that was used during data collection was Arabic, all 
topic guides were translated into Arabic. The translated topic guides were 
checked and approved by a certified translation office (see Appendix 14).
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Demographic and injury characteristics from all participants from the patient 
groups were collected, including: age; gender; employment status; living 
status; classification of injury, to identify whether the injury was unilateral 
(affecting one side) or bilateral (affecting both sides); nature of injury (e.g. 
fracture, osteoarthritis or ligament rupture); and the cause of injury (e.g. car 
accident, sporting injury or fall). In addition, clinicians’ characteristics were 
also recorded. These data were collected for comparison purposes only, a 
technique that was also reported by the UK Burden of Injury study which is a 
well-known reputable study in the area of traumatic injury.
Finally, the researcher was allocated a private and quiet room during the data 
collection period in the hospital in which the study took place. All interviews 
were conducted face to face by the same researcher in the same room, at a 
convenient time and date according to each participant’s preference. Field 
notes were written after the interviewee had left the room.
3.10 Data analysis
All interviews were recorded and transcribed by the same researcher. The 
transcribing was word-for-word quotation, and all the transcripts were 
rechecked by playing the audio recording a second time to check the 
accuracy of the participants’ speech against the transcribed data.
Because the interviews were carried out in Arabic, the transcribed materials 
were translated into English. For translation validation purposes, the 
researcher checked the translated items against the original transcripts after 
completion of the translation. In addition, after completion of the translation for 
all the interviews, three transcribed interviews selected at random from each 
group (clinicians and patients) were rated and checked by three English 
language experts from Riyadh, Saudi Arabia (Nasser & Doumit, 2009). The 
decision of the three experts confirmed that the translated materials reflected 
the true meaning of the original interviews (inter-subjective agreement).
Phenomenologists in general are committed to theoretical naïveté, with an 
explicit attempt to withhold any preconceived views of the phenomenon being 
explored (Polit & Beck, 2008). Yet, phenomenologists are guided by a
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philosophy or framework that focuses their analysis on certain aspects of the 
individual’s life world (Polit & Beck, 2008). As discussed earlier in this chapter, 
the biopsychosocial model and the Illness Trajectory Framework guided the 
data analyses in the current study.
Thematic analysis is a method that has been commonly used in qualitative 
research (Boyatzis, 1998; Roulston, 2001). According to Braun and Clarke 
(2006) thematic analysis should be considered as a foundational method of 
analysis for qualitative research. Thematic analysis offers the researcher a 
direct illustration and representation of participants’ views and experiences, 
meanings, perceptions and beliefs (Luborsky, 1994; Butcher et al., 2001). 
Using thematic analysis enables the researcher to organise and summarise 
the findings from a large and diverse body of data (Pope et al., 2007).
Following Luborsky’s method of analysis, identifying themes in thematic 
analysis includes viewing and counting the most common and repeated 
statements -  in other words, looking for repetitive statements (Becker, 1997). 
Thus, the researcher identifies systematically the main recurrent patterns or 
themes across the study data, illustrating the important concepts in the 
description of the phenomenon under the study (Pope et al., 2007; Harper & 
Thompson, 2011). It is important when using thematic analysis to understand 
the term theme and what it entails (King & Horrocks, 2010). In the literature, 
the concept of theme refers to the “patterns in the data that reveal something 
of interest regarding the research topic” (King & Horrocks, 2010, p. 149). 
Identifying themes require the researcher to make choices about what to 
include and what to discard and how to interpret participants’ words. A theme 
entails some degree of repetition; while an issue that has been raised once 
should not be identified as a theme, it may still be part of the analysis (King & 
Horrocks, 2010). Typically, repetition occurs when an issue is raised across 
two or more interviews. Although themes should be unique and distinct from 
one another, overlapping between the study themes is unavoidable (King & 
Horrocks, 2010).
In phenomenological studies, thematic analysis is the “act of reflection by the 
researcher of the lived experience” (Munhall, 1994, p.305). In the current
89
study, the data were analysed using thematic analysis based on adaptation of 
Colaizzi’s (1973, 1978) procedure used in phenomenological studies. First, all 
final transcripts were read carefully to acquire a deeper understanding. 
Second, the researcher returned to each transcript coding them by extracting 
phrases, sentences and/or paragraphs (either broad and general or more 
specific statements) which directly pertain to the phenomenon being explored. 
Third, each coded statement was then translated in an attempt to formulate 
meanings. This was repeated for each transcript. Fourth, all defined codes 
that seemed to share similar meaning were then organised into subthemes 
that captured the meaning of these subthemes across all transcripts. All 
subthemes were then referred back to the original transcripts in order to 
validate them by looking for any statements that were not accounted for in the 
subthemes or whether these subthemes proposed anything that was not 
indicated in the original transcripts (Valle, 1998). Fifth, all results were 
combined into an exhaustive description of the explored area by tying 
together and identifying the overarching theme/s of the phenomenon being 
studied (see Figure 3.1). The final step is to validate the findings by returning 
to participants to identify how well the findings captured aspects of their 
experience (Polit & Beck, 2013). This step was not considered in this study 
due to the complexity of contacting participants after the completion of the 
data analysis process.
Figure 3.1: Data analysis process.
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The coding process was carried out in two phases: manually, and by using 
the MAXQDA 10 data analysis software package. In the first phase the data 
were initially coded by breaking down participants' narratives and examining 
them, comparing them for differences and similarities (as discussed earlier) 
(Saldana, 2012). In the second phase the data were imported into the 
MAXQDA analysis software and coded into subthemes and themes.
Using the MAXQDA software eased the analytical process, organising the 
data from the large volume of texts, identifying trends and enabling cross­
comparison between codes, subthemes and themes (Bazeley, 2007). 
Moreover, the MAXQDA software also eased the process of checking 
identified codes for discrepancies and similarities and organising the main 
themes of the study. All themes were re-checked and reviewed.
The data analysis process for the current study was carried out between 
November 2013 and March 2014.
3.10.1 Trustworthiness of the research
Lincoln and Guba (1985) set a number of trustworthiness criteria to evaluate 
qualitative research. These are credibility (truth or believability of the findings 
from the participants’ stand point); transferability (the extent to which the 
findings can be transferred to similar contexts); dependability (consistency 
with which the same findings can be obtained over time) and conformability 
(objectiveness of the findings) (Lincoln & Guba, 1985; Klenke, 2008; Schmidt 
& Brown, 2011).
As discussed earlier in section 3.9, the researcher used field notes to 
document the participants’ observed emotions, body language, expressions 
and other non-verbal responses during the interviews. To further ensure the 
credibility of the findings, participants were asked to verify any ambiguity or 
vagueness of phrases and/or expressions. The coding was checked by the 
recoding of two random transcripts (one from the clinicians group and one 
from the patients group) by independent researchers (Hogan et al., 2010). 
Each transcript was given randomly to an independent researcher, chosen
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based on their previous experience of dealing with qualitative data and 
coding. Similarities and differences were discussed and agreement on the 
coded materials was achieved. Additionally, to ensure the dependability of the 
findings, the coding process for two different randomly-selected transcripts 
(one from the clinicians group and one from the patients group) were recoded 
on two different occasions. Finally, the researcher’s supervisors were closely 
involved during the analytical process. Five random coded transcripts from 
each participant group were checked by the supervisors and then discussed 
with the researcher to ensure the trustworthiness of the analysis.
3.11 Chapter summary
This chapter has provided information on how the research was carried out 
and how the data were analysed. The research analysis is based on an 
iterative process between inductive and deductive approaches, using a 
qualitative phenomenological approach.
The biopsychosocial model and the Trajectory Illness Framework were used 
to inform the research design and methodology.
The data were collected from one of the government hospitals in Riyadh, 
Saudi Arabia, using semi-structured interviews to collect data about patients’ 
experiences with healthcare services and recovery following lower limb injury 
that necessitated emergency surgery.
Demographic and injury characteristics (age, sex, employment status, living 
status, classification of injury, nature of injury, and cause of injury) were 
recorded for all study participants from the patient group.
Qualitative interview data were also collected about clinicians’ views and 
experiences of the current healthcare services provided to patients after lower 
limb surgery in emergency settings in Saudi Arabia.
The use of qualitative methods provided a rich source of information. The 
qualitative data gathered during the interview process were analysed using 
thematic analysis.
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Chapter 4: Findings
4.1 Introduction
This chapter presents the data analysis of the semi-structured interviews 
focusing on patients’ experience of healthcare services and journey of 
recovery following lower limb injury that necessitated emergency surgical 
intervention. In addition, the views of healthcare clinicians^®, from different 
professional backgrounds, about planning and delivering care to injury 
patients are explored. As described in the preceding chapter (section 3.8), 
data were collected in a government hospital in Riyadh, Saudi Arabia.
Chapter 4 is divided into two sections. In the first section the patients’ 
demographic and clinical characteristics are presented, followed by the 
clinicians’ characteristics. The themes that emerged from the patient and 
clinician interviews are then presented in the second section.
4.2 Patient participants’ characteristics
Sixty-three patients were approached in one weekly orthopaedic outpatient 
clinic due to lower limb injury that necessitated emergency surgical 
intervention during the data collection period (1/10/2011 -  30/04/2012). Forty- 
one of these patients met the study inclusion/exclusion criteria and were 
approached about participation by a collaborative member of staff working in 
the orthopaedic department. Twenty-six (63%) of those approached agreed to 
participate in the study. Subsequently, of the 26 participants, four did not meet 
the inclusion criteria and were excluded from the study. Thus, 22 participants 
(59%) were recruited. Following recruitment, three participants opted to 
withdraw from the study during their interviews; one participant was 
uncomfortable with the information they had disclosed and interviews with the 
remaining two were not completed because of time restriction. Data obtained 
from the three participants who withdrew from the study were not used in the 
analysis. Nineteen participants completed the interview successfully. All
This includes professionals from the following areas: orthopaedics, physiotherapy, occupational 
therapy, nursing, psychology and social work.
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interviews were carried out face to face by the same researcher in the same 
private room. Table 4.1 shows the participant recruitment process.
Hospital
admissions
Eligible and 
approached
Agreed Excluded
(not
eligible)
Recruited Withdrew Completed
interview
successfully
Number
of
patients
63 41 26 4 22 3 19
Table 4.1: Participant recruitment process.
4.2.1 Demographic and injury characteristics for patient participants
The study sample consisted of 19 patient participants aged between 18 and 
60, with a mean age of 41.5 years (SD±13.6). The participants’ demographic 
and injury characteristics are presented in Table 4.2 below.
Totai= 19 N
Age Mean (SD) 41.5 (13.6)
Range 18-00
Sex Male 11
Female 8
Employment
status
Employed/student 17
Retired 2
Living status With family 16
Alone 3
Classification of 
injury
Unilateral 16
Bilateral 3
Nature of injury Fracture 14
Bursitis'*^ 1
Ligament rupture 4
Cause of injury Car accident 8
Work accident 1
Fall 9
Sport activity 1
Table 4.2: Demographic and injury characteristics for patient participants (percentages not 
presented because numbers are mostly less than ten).
“inflammation of the bursa and may occur In the superficial bursas of the shoulder, greater trochanter, knee or 
elbow, or in deeper bursas of the ischial tuberosity, iliopsoas and popliteal areas. As a response to the stimulus of 
inflammation, the lining membrane may produce excess fluid, causing distension of the bursa” (Kauffman et al., 
2007, p. 133).
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From Table 4.2 it can be seen that of the 19 participants, the number of males 
was slightly higher than the number of females (n=11 and n=8 respectively). 
The majority were employed or students (n=17), and only two were retired. 
Most of the participants were living with their families (n=16), with three living 
alone. In the Saudi society it is the cultural norm for people to live with their 
extended families (Minkov, 2011).
Furthermore, the results presented in Table 4.2 also indicate that most 
participants had unilateral injury (n=16) and only three had bilateral injury. 
Finally, the most common nature of the injuries identified was fracture (n=14), 
followed by ligament rupture (n=4) and one participant presented with bursitis. 
The causes of the injuries were reported to be falls (n=9), car accidents (n=8), 
work accidents (n=1) and sport activities (n=1).
4.3 Clinician characteristics
The study aimed to recruit health professionals from different specialties, 
working with lower limb injury patients being treated with emergency surgical 
intervention. The researcher was interested in the views of all health 
professionals that have direct contact of caring for lower limb injury patients: 
orthopaedics, physiotherapy, occupational therapy, nursing, psychology and 
social work. Eighty-six clinicians were employed in the hospital and working in 
those health professions. Of those, 59 fulfilled the study inclusion/exclusion 
criteria and were approached via email by the collaborative member of staff 
assisting the researcher.
All clinicians were working in the same hospital with a minimum of five years 
work experience, and a minimum of 20 hours per week in direct patient care 
with the target population. Twenty-six clinicians (44%) responded that they 
were interested in participating. Subsequently, 15 (25%) were recruited 
randomly to the study, based on clinicians’ first availabilty. Fourteen 
completed the interview and one was excluded for methodological reasons; 
the clinician went to talk to another colleague in the middle of the interview
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and thus the content of the interview data may have been contaminated. 
Details of the clinician recruitment process are shown in Table 4.3.
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4.4 Findings from the patient participants
The findings obtained from the analysis of the interviews with patient 
participants are discussed in this section. Using the Illness Trajectory 
Framework to understand and analyse patients' experience after traumatic 
injury that necessitates emergency surgery, the findings are considered in 
relation to the following phases: the pre-trajectory phase; trajectory onset; the 
acute phase; the stable phase; and the unstable phase. This is followed by a 
summary of the main findings obtained from the patients’ experiences.
4.4.1 Pre-trajectory phase
Assessment of the pre-trajectory phase involves consideration of the possible 
risk factors and/or lifestyle behaviours that may be instrumental in the 
occurrence of the traumatic injury (Chang & Johnson, 2008; Margereson & 
Trenoweth, 2009). With respect to this phase, the current study focused on 
eliciting information about the injury and how it happened. Participants 
described different possible risk factors and/or lifestyle behaviour/s that may 
have contributed to the traumatic injury they had experienced. Passivity and 
fatalism was the key theme that emerged from the study data, as discussed 
below.
4.4.1.1 Passivity and fatalism
Many Arab cultures, and the Saudi culture in particular, are influenced by 
religious beliefs. Ferraro (2002, p.300) described Saudi Arabia as ‘the 
epitome of the Arab culture’ because of the birth of Islamic religion and the 
Arabian language within its territory.
Cultural norms and belief systems play an important role in people’s 
perceptions, their actions and almost all activities of daily living (Bommel, 
2011). This includes an absolute reliance on Allah (tawakkul), with the 
associated belief that one’s fate is written (AIQadar) and an utter submission 
to Allah (Musa, 2002). Fatalism is defined by Schlinger and Poling (1998) as 
“the doctrine that all events are predetermined by fate and are therefore 
unalterable”. The Islamic notion of fatalism concurs with this definition. Allah
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says in his holy book, “Nothing will happen to us except what Allah has 
decreed for us” (p.9:51), which reflects how participants in this study viewed 
their experience of being injured.
This theme, of passivity and fatalism, illustrates how the belief system in 
Saudi Arabia influenced patients' experience with a focus on the pre-trajectory 
phase. As all participants in the current study were Muslims, religious beliefs 
were clearly expressed during the interviews. However, some of the Islamic 
beliefs, particularly an utter submission to Allah's decree and the belief that 
what happened was meant to be and was predestined (fatalism) by Allah, 
were found to be associated with passive behaviour and/or helplessness. For 
instance, Mustafa, a 51-year-old male with unilateral®® injury responded to the 
question eliciting information about the injury and how it happened by stating:
"... thank Allah, what happened was meant to be and you can’t hide 
from it or change it,” (Mustafa^^, i/^ , 51yrs^^).
Similarly Huda, a 55-year-old female with a unilateral injury commented:
“Oh my girl ... what is written on our forehead will be seen with our 
eyes,” (Huda, U, F, 55yrs).
This particular statement is a famous Arabic proverb, which means that what 
is written in our faith by Allah will inevitably happen and will be seen by our 
eyes. Huda associated what had happened to her on the day of her injury with 
her faith, believing that the injury was predestined. Similarly, Rami (U, M, 
57yrs) described his injury and how it happened by saying that it was ‘written 
and destined’.
Yamey and Greenwood (2004) explored religious explanations for injury and 
illness and found that Muslim patients stressed the notion in Islam of the 
inevitability of loss and difficulties that one may experience in life.
^  Injury affecting one leg.
Participant’s fictitious name.
Classification of injury (U= unilateral injury). 
Gender.
‘^ 'Age.
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The belief that what had happened was predestined by Allah in the current 
study manifested the concept of external locus of control. Carone and Barone 
(2001) reported that religions tend to encourage beliefs in a higher power (i.e. 
an external locus of control) and the concept that believers do not have 
control over their own lives. However, some theologians argue that in Islam 
there is a difference between passive behaviour in terms of accepting destiny 
and fate and active behaviour in terms of responsibility and related ness 
(Lapidus, 1976).
In the current study, the passive behaviour and/or helplessness found in the 
accounts of participants were associated with a feeling of moving away from 
personal responsibility towards their actions or a lack of such responsibility, or 
not taking health and safety awareness into consideration during their daily 
living activity.
For example, some participants indicated that a lack of caution during 
movement, such as walking on slippery or uneven floor surfaces or walking in 
a hurry, had led to falls that caused their traumatic injuries. In this regard, a 
young lady (Norah) with a fracture stated:
7 fell down the stairs; I was in a kind of rush and fell down the stairs, ” 
(Norah, U, F, 21 yrs).
Jowaher, a mother and working wife, fractured her leg due to a slippery 
surface while doing household tasks:
7 was descending the stairs [pause] not descending but cleaning the 
stairs, and i was splashing water everywhere, so it was very slippery; i 
wasn’t cautious enough, so my left foot slipped away and i couldn’t 
hold on to anything and i fell down and fractured my leg,” (Jowaher, U, 
F, 40yrs).
Although Jowaher was conscious that her own lack of caution while doing 
household tasks led to her injury. She further expressed her beliefs about 
ending up in hospital and related it to her destiny by saying:
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"... whatever Allah has written for us in our destiny, it will happen,” 
(Jowaher, U, F, 40yrs).
Not following driving rules was another identified factor that was related to 
traumatic injuries. Ahmed stated that he had been driving at high speed when 
he had a car accident:
7 was speeding, to be honest i think i was driving 160 kiiometres per 
hour or even more ... / don’t know, suddenly the car in front of me 
stopped ... then I couldn’t control the car and Glory be to Allah the 
accident happened,” (Ahmed, U, M, 35yrs).
In contrast, some participants criticised cultural behaviours such as not taking 
health and safety awareness into consideration, particularly in relation to 
driving. Participants expressed their frustration and highlighted the danger of 
such behaviour. For instance, Khaled, who had lived part of his life abroad 
during his education, talked about his experience of driving in Saudi Arabia 
and described it thus:
"... driving is a problem; here in Riyadh it’s a street fight not driving, 
everyone wants to beat the others and get in front of the others; I get 
nervous when I am in the streets; peopie don’t follow the rules ... / was 
in the street driving nicely, then a reckless driver came ...he forced me 
to drift away from my iane and of course the car in the other lane 
crashed into me, I mean my car,” (Khaled, U, M, 47yrs).
Mustafa, a non-Saudi working father, was injured while he was waiting at 
traffic lights:
7 mean, imagine, I was waiting at the traffic lights and ... a guy hit me 
from the back,” (Mustafa, U, M, 51 yrs).
Mustafa further expressed his frustration regarding other drivers’ failure to 
take health and safety awareness into consideration by saying:
"... people’s lives are not a game in their hands; they are not 
jeopardising their lives, but they are Jeopardising everyone eise’s life,” 
(Mustafa, U, M, 51 yrs).
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The link between Khaled and Mustafa is that they had both experienced 
driving abroad, which was reflected in how they viewed the value of health 
and safety awareness and their greater sense of personal responsibility.
Issues that were mentioned by participants with regard to not taking health 
and safety awareness into consideration during daily living activities in Saudi 
Arabia, particularly driving, agree with official reports and published studies. 
For example, in an interview in AlArabiya on 13 March 2013, Colonel Zuhair 
bin Abdulrahman stated that traffic accidents are mainly accounted for by 
individual mistakes such as driving at high speed or cutting lights and by 
unqualified drivers (AlArabiya, 2013). Similarly, Ansari etal. (2000) stated that 
drivers' errors and negligence are significant contributors to road traffic 
accidents in Saudi Arabia. Al-Ghamdi (2003) conducted a study that aimed to 
explore and analyse the nature of road traffic accidents in Riyadh city. The 
results showed that improper driving behaviour was the prime cause of 
accidents. In a recent study, Al-Ghamdi (2012) found that drivers aged less 
than 40 years old represent 68% of all drivers involved in road traffic 
accidents in Saudi Arabia.
Having adequate knowledge about health and safety does not seem to be 
enough to change a cultural behaviour such as passivity or helplessness. In 
this regard, Maher, a 46-year-old male who works as a healthcare therapist in 
one of the hospitals in Riyadh, stated that although he acknowledged the 
importance of health and safety awareness he still did not take it seriously:
"... we don’t do warm ups, and that is wrong; we know that it is 
important, we understand that, but we don’t take it seriously -  we know 
it, but we don’t apply it. ... warming up is not part of our schedule at all 
... even when I was at school and college we took the ball, kicked it 
and here we go; we are just not used to it -  we are not used to it, ” 
(Maher, U, M, 46yrs).
From the above quotation it can be seen that Maher related his lack of 
preparedness for sports activity to cultural behaviour in Saudi Arabia: ‘we are 
just not used to it’. This is further supported by Musaad’s experience (U, M, 
35yrs). He indicated that there are some health and safety awareness issues
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that are underestimated in Saudi Arabia, and which need to be given further 
consideration:
"... sadly we have some wrong or if I can say underestimated health
precautions that need to be focused on,” (Musaad, U, M, 35yrs).
Rimai (2000) stated that translating knowledge of safety issues and 
precautions into behavioural change is a challenging task. Evidence suggests 
that to best accomplish behavioural change it is necessary to combine 
education with policies to enable people to make and maintain healthy 
choices in life (Puska, 1999; Newson et a/., 2013). In Saudi Arabia the 
government were prepared to take action with regard to high rates of road 
traffic accidents, and in 2010 they launched a new traffic control and 
management system (known as Saher"^ )^ to ensure the implementation of 
strict traffic regulations (Naeem, 2010). However, despite these efforts, recent 
published reports indicate an increased rate of road traffic accident fatalities 
(Taha, 2014).
Coreil et al. (1985) argue that discussions of health and lifestyle largely 
disregard systemic influences, with the focus primarily directed towards 
individual responsibility. Further Coreil et al. (1985) suggested that failure to 
address behavioural change effectively within the sociocultural context in 
health promotion programmes is a major weakness in the modification 
approach. This could explain why knowledge of safety issues and precautions 
are not translated into behavioural change in Saudi Arabia.
The findings in the pre-trajectory phase demonstrated the influence of 
religious beliefs (i.e. fatalism) and culture on the preponderance of higher risk 
behaviours such as passivity and helplessness. This was associated with a 
lack of personal responsibility, relating everything that happens to fate and 
thereby increasing the likelihood of a traumatic injury.
^  Digital camera network linked with the National Information Centre of the Ministry of the Interior.
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4.4.2 Trajectory onset phase
This phase is characterised by the occurrence of the traumatic event, 
including signs and symptoms and the diagnostic period (Paul & Williams, 
2009). Looking at patients’ experiences during the trajectory onset phase, one 
overarching theme could be identified: vulnerability and emotional support.
4.4.2.1 Vulnerability and emotional support
This theme is concerned with participants’ feelings of vulnerability, both 
physically and emotionally, after injury and their need for emotional support 
after arriving at the emergency department (ED). The Oxford English 
Dictionary (2014) defines vulnerability as "(of a person) in need of special 
care, support, or protection because of age, disability, or risk of abuse or 
neglect”. Emotional support can be characterised as “verbal and nonverbal 
communication of care and concern” (Helgeson & Cohen, 1996, p. 135).
In the current study the provision of emotional support will be determined by 
participants’ perceived feelings, attitudes, actions and/or state of mind 
towards a situation or individual/s after their arrival at the emergency 
department (Jecker & Self, 1991; Hauerwas, 1978).
Several participants felt that they did not receive adequate emotional support 
after they arrived at the ED. This was related to delays in receiving healthcare 
services in the ED in terms of their initial assessment, lack of availability of 
nurses and orthopaedic clinicians, uncertainty about the diagnosis and delays 
in surgical admission. For example, Sultan, a 55-year-old male, voiced his 
dissatisfaction with the fact that it took a whole day for him to see the 
orthopaedic surgeon and receive a detailed diagnosis of the problem:
“In the emergency room I saw the general doctor, and ... after waiting 
for ai most one day, i saw the surgeon,” (Suitan, U, M, 55yrs).
Likewise, Huda felt that she was abandoned after she was admitted in the 
examination room:
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“After they took me to the room they left me there; they forgot me! 
[pause] I waited for over an hour or so, waiting for someone to take an 
action or do something ... they took my biood pressure and 
temperature and placed something around my finger, I think to monitor 
my heart, but then nothing happened for quite some time and I told my 
brother twice to go and tell them that we are still waiting,” (Huda, U, F, 
55yrs).
Waiting to be diagnosed in the emergency department led to increased 
emotional impacts such as nervousness, anxiety and fear, as well as physical 
pain. For instance, Sultan complained of pain while he was waiting to receive 
a diagnosis:
“During this period of time, I mean while waiting, they gave me some 
analgesics only,” (Sultan, U, M, 55yrs).
Similarly, Norah also described her anxiety:
"... but the fact that I waited five hours just to have an X-ray, it was very 
frustrating ... and this was whiie I was suffering from severe pain! ... / 
was really afraid and thinking about what was wrong with me. it was 
awful. An awful feeling,” (Norah, U, F, 27yrs).
Muller-Staub et ai. (2008) reported that feelings such as pain, insecurity or 
anxiety are not well detected by healthcare professionals in emergency 
departments. Yoon and Sonneveld (2010) argued that this indicates that 
healthcare professionals, particularly in the ED, fail to detect various 
emotional states in their patients, and therefore adequate and timely care is 
not offered because these emotions are not easily detectable.
Furthermore, a lack of speedy response to one’s needs and the absence of 
reassurance and attention were also perceived as a lack of emotional support. 
In this regard Omar, who lived away from his family, did not feel that he was 
cared for; he acknowledged that healthcare professionals were not attending 
to him. Omar sought reassurance from healthcare professionals by going 
back and forth to the reception desk to remind them of his presence. In his 
own words:
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"... when someone comes to you and takes care of your needs quickly 
... being around you, you wili feel of course that you are taken care of 
and being given attention, but when you have needs and you are left to 
wait, and keep reminding them of your presence, going back and forth: 
7 am here, when will I be seen?’, and they keep saying. You have to 
wait; we are busy at the moment’. You can only feel that they don’t 
care; you are not a priority to them, are you? I asked, ‘When can I see 
the doctor?’ They kept saying, ‘He is busy, he has surgery, he is with 
another patient’, [pause] you are aiready disturbed by what has 
happened, and everyone is busy; you teii me, what wili you feel? Can 
you feel the care?,” (Omar, U, M, 60yrs).
Nada, a young female who was alone when her injury occurred, shared the 
same concerns as Omar. Nada indicated that feeling cared for at this stage 
(i.e. immediately after the injury) was important:
"... it is important that you feei that they care about you and what 
happened to you,” (Nada, U, F, 22yrs).
Patients' experience regarding emotional support from healthcare providers 
has been documented in the literature. For example, Mahfouz et ai. (2004) 
who interviewed a sample of 253 patients attending a primary healthcare 
clinic (PHC) in Asir region in Saudi Arabia, found that patients perceived that 
there was no sympathy from the healthcare staff. In contrast, Al-Osimy (1994) 
explored the quality of primary healthcare clinics in Riyadh city, Saudi Arabia, 
collecting data from three PHC centres. The results showed that patients were 
very satisfied with the emotional support or humaneness from the PHC staff. 
However, direct comparison between previous studies and the findings from 
the current study cannot be performed for the following reasons: firstly, the 
context in which the previous studies were conducted is different from the 
current study (i.e. primary healthcare clinics versus hospital emergency 
setting) and, secondly, the meaning of emotional support might differ between 
these studies.
In the current study, the findings showed that the need for emotional support 
in the provision of reassurance and attention emerged more clearly in the 
interviews with participants who lived away from their families, whereas 
participants who lived with their families or who stated that they presented in
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the ED with a family member were more focused on aspects of support in 
relation to receiving timely service (e.g. initial assessment and admission), 
knowing the problem (i.e. diagnosis) or meeting the surgeon. The following 
example is from a 44-year-old female (Fatima) who lives alone:
"... it was difficuit, I don’t know but I didn’t feei (patient gets emotional) I 
felt alone,” (Fatima, U, F, 44yrs).
The importance of the availability of a family member for patients’ care and 
support in the ED has been reported in a number of studies (Gordon et al., 
2010; Nystrom et al., 2003). Yoon and Sonneveld’s (2010) study, which 
looked at anxiety among patients in the waiting room of an ED, found that 
family members tended to help and support patients by means of reassurance 
and comfort, which could explain the findings obtained in this study.
In contrast to the previous findings presented in this section, one participant 
had a better experience with regard to receiving emotional support after 
arriving at the ED. Muneera, a 40-year-old female, expressed appreciation for 
the care and support she received in terms of the promptness of her care and 
the fact that she was accompanied by nurses after her arrival in the ED:
"... they were very good, they took good care of me, my brother drove 
me to the emergency room; they know him ... you know colleagues; ... 
they were waiting for me; nurses were with me and took the wheelchair 
to the room; they were supportive; the doctor examined me, toid me 
the probiem ... and arranged an admission for me ... it went weii,” 
(Muneera, U, F, 40yrs).
From the above excerpt it can be perceived that healthcare professionals 
were expecting the arrival of Muneera; she was met by nurses and was 
immediately transferred to one of the examination rooms. Arrangements for 
Muneera’s arrival at ED were attributed to her brother, who works in the same 
hospital.
Since none of the other participants experienced such promptness in 
receiving healthcare services, it may be argued that Muneera had an 
advantage because of her connections, or wasta, in this case a family
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member in the hospital. Wasta is an Arabic word that can be defined as the 
use of social connections to gain benefits and/or resources that would not be 
offered otherwise (Mohamed & Hamdy, 2008). The concept of wasta is very 
well known in almost all Arab countries (Whiteoak et al., 2006; Mohamed & 
Hamdy, 2008). Although wasta has been criticised as a form of corruption, it is 
important to note that ‘wasta is rooted in family loyalty and tribal dispute 
resolution' (Cunningham & Sarayrah, 1993, p. 33; George, 2005; Budhwar & 
Mellahi, 2006). Further discussion on this concept is presented in chapter 5.
This section has shown how participants perceived emotional support after 
arriving at the ED. Timely services, including initial assessment, receiving 
diagnosis, availability of healthcare professionals, responses to one’s needs 
and admission for surgical procedures, were found to influence participants’ 
experiences of the emotional support they received. The findings also showed 
the importance of the role of family members acting to reassure and 
emotionally support patients during the trajectory onset phase.
4.4.3 Acute phase
After receiving an initial assessment and diagnosis, medical interventions take 
place; these characterise the acute phase. In this phase the current study 
investigated how patients experienced healthcare and the nature of their 
experience, including barriers and facilitators to recovery from injury.
Two key themes emerged from the participants’ accounts. These were 
disempowerment and preparedness for treatment. Each theme is described in 
turn below.
4.4.3.1 Disempowerment
In the context of healthcare, disempowerment or disempowering care can 
stem from acts of restraint, intimidation or dominance by an array of staff 
(Gattermole et al., 1988; Clark & Bowling, 1990; Mountain & Bowie, 1995; 
Grau et al., 1995; Draper, 1996; Faulkner, 2001). Miser and Sjodin-Bunse
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(2010, p.2) defined disempowerment as ‘the state of being deprived of 
influence’ or ‘personal power’.
After participants had been assessed and diagnosed by their orthopaedic 
clinicians, over half of them stated that they felt disempowered regarding their 
treatment decision, having no other option but to have surgery. In this respect, 
Sultan and Musaad reported their feelings of disempowerment respectively:
"... they said that I must have surgery to rejoin ... the ruptured 
iigaments to their originai piace. So, they said that there is no, I mean 
no other option except to have the surgery!,” (Suitan, U, M, 55yrs).
"... you have a iimited role here; you will only follow them blindly; you 
don’t have any other choice -  you foiiow ... / wish with Ailah’s power 
that no one experiences it,” (Musaad, U, M, 35yrs).
Omar, who also felt disempowered, described his dissatisfaction with the 
orthopaedic clinician’s attitude, describing the need to feel respect for his 
personal preferences in treatment decision-making:
"... on Monday afternoon Doctor (name) and Doctor (name) came, they 
toid me about the surgery, they decided -  they didn’t suggest it, no, 
they decided it, already made, full stop ... what if I have other things in 
my mind, what if I wanted to go with, for exampie, a simpler 
treatment?,” (Omar, U, M, 60yrs).
Participants’ desire to be more involved in treatment decision-making was 
evident from the interview data. Similar results were also found in two other 
studies, which showed that over half of their study samples (53% and 69% 
respectively) preferred to participate in treatment decision-making (Strull et 
al., 1984; Blanchard etal., 1988).
Some participants wanted to have an active role in decision-making, such as 
seeking a second opinion and making a decision as to whether or not to have 
the surgery. Huda (a 55-year-old female) wanted to seek a second opinion to 
make sure that she had made the right decision to have surgery:
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7 would have liked to know what other options I had, consuited other 
doctors to see whether or not they agree ... that this was the best thing 
to do and then I could have made the decision, ” (Huda, U, F, 55yrs).
Similarly, Musaad also commented:
“in life I aiways take advice before making a decision; I beiieve in the 
saying ‘who asks people their opinion shares their minds’ but I didn’t 
have f/me,” (Musaad, U, M, 35yrs).
Furthermore, other participants adopted a passive role, preferring to rely on 
clinicians to make the treatment decision, but still having the opportunity to 
discuss the treatment option chosen. For instance, Khaled preferred his 
clinician to make the treatment decision:
“He is the doctor; he knows better,” (Khaied, U, M, 47yrs).
Later he expressed his preferred level of involvement in decision making by 
saying:
“Maybe if he just taiked to me about why he chose piate insertion,” 
(Khaied, U, M, 47yrs).
In line with Khaled, Rami also expressed his trust in his clinician’s decision but 
desired to know more about it:
“I am not a doctor so I don’t know what is the best for me or what 
aiternatives I have, so as a patient, you trust your doctor, and thank 
Allah we have well qualified doctors, otherwise you wouidn’t have seen 
me today; but he didn’t share with me; I wasn’t invoived, ” (Rami, U, M, 
57yrs).
Finally, other participants desired a shared decision-making process (i.e.
negotiating and mutually agreeing about the treatment option chosen). Omar
described his preference for involvement thus:
“... what I mean is that we should’ve discussed it  I take their opinion or 
they take my opinion and at the end we will end up with a solution; no, 
no, what I mean is not a solution, but a mutuai understanding and 
mutual agreement from all parties, ” (Omar, U, M, 60yrs).
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A recent study by Jamjoom et al. (2011) aimed to look at surgeons’ attitudes 
towards informed consent in Saudi Arabia and compare it with the attitudes of 
a similar group of surgeons working in the United Kingdom. The results 
showed that surgeons working in Saudi Arabia are more likely to embrace a 
paternalistic attitude during the process of obtaining informed consent.
In the literature there is evidence that patient involvement in decision-making 
may improve patients’ knowledge about the treatment options, which in turn 
reduces the decisional conflict patients may develop (O’Connor et al., 1999).
One question that arises here is why some participants preferred more 
involvement in decision-making (i.e. an active role) than others less (i.e. a 
passive role). In the literature, it has been reported that females, healthier 
individuals, and educated patients are more likely to desire an active role of 
involvement in decision-making (Levinson et al., 2005). Information about 
educational level and health status could not be determined from the current 
study’s data. Yet, it was noted that gender might play a role in participants’ 
preference for involvement in treatment decision-making, since a desire to 
take an active role in decision-making was expressed more often by female 
participants, while male participants mainly expressed the desire for a passive 
or shared decision-making process. Similarly, in a narrative review of the 
literature about patients’ preference for involvement in medical decision­
making, it was reported that five out of eight studies indicated that gender was 
a variable that was associated with preference for decision-making, indicating 
that females desired a more active role than males (Say et al., 2006). 
Levinson et al. (2005) found that females are more likely to prefer a 
collaborative style of communication with their healthcare professionals by 
assuming an active role in the process of decision-making regarding their 
health.
The findings of the current study showed that some participants felt powerless 
regarding making decisions about their treatment. Clinicians’ attitudes and the 
limited role that patients were given during the process of decision-making are 
factors that appear to contribute to the sense of disempowerment that
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participants experienced, highlighting the need to promote patients’ 
involvement in treatment and healthcare decision-making in Saudi Arabia.
4.4.S.2 Preparedness for treatment
Preparing patients to undergo surgical intervention involves numerous 
considerations, including psychological and educational pre-operational 
preparation (Daltroy et al., 1998). This section presents patients’ perceptions 
of being prepared for going to surgery.
During the acute phase, many participants felt that they were not prepared for 
surgery. This was mainly attributed to the lack of or poor information received 
pre-operatively about the injury, the possible complications, the rationale and 
the nature of the surgical procedure, the sensation associated with the 
surgical procedure, and/or the recovery programme. Participants described 
receiving information before surgery using expressions such as ‘lack’, ‘poor’, 
‘insufficient’ or ‘limited’:
"... no one came and sat with me and told me this and that 
insufficient information, ” (Nada, U, F, 22yrs).
Similarly, Sultan, a 55-year-old teaching doctor in one of the universities in 
Riyadh, articulated his dissatisfaction with the lack of preparedness he 
experienced after he was informed that he needed surgical intervention, since 
he wanted to know more:
“The information i received was limited. Limited advice, iimited 
information,” (Sultan, U, M, 55yrs).
He further added:
"... no one informed me, I mean if there were any complications ... 
afterwards! I didn’t know if there were complications after surgery! ... / 
mean ... the surgeon of course did not give me enough time in, in 
explaining the surgery! Also, I did not see the X-ray that they took, and 
no one showed me what was wrong with the Joint! My [stressed by 
interviewee] foot Joint,” (Sultan, U, M, 55yrs).
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Increased anxiety and apprehension about undergoing surgical intervention 
were highlighted by some participants. In this regard participants associated 
their lack of understanding regarding their injury, the size of the problem, 
and/or the impact of the problem on their health with feelings described as 
worried, anxious, nervous or scared. Related to this, Ahmed, a financial 
analyst, wanted to know the extent of his injury so that he could be better 
prepared and evaluate the problem:
“It is not realistic to leave me like this; I was realiy worried and scared; I 
was waiting; I didn’t know what the problem was. I knew the problem 
but the size, how dangerous my injury was, I didn’t know; why didn’t 
they come and explain it to me, so that I couid know, imagine and 
evaluate the problem?,” (Ahmed, U, M, 35yrs).
Nada reported that the lack of information received caused him to be anxious 
as he thought that the surgery was more complicated than it actually was:
7 thought that there would be screws and metals; I was terrified, but 
actuaiiy it was a simple operation,” (Nada, U, F, 22yrs).
As discussed in chapter 2 (section 2.2) the short- and long-term benefits of pre­
treatment preparation in terms of reducing stress and anxiety have been shown 
by several studies (Ludwick-Rosenthal & Neufeld, 1993; Horne et al., 1994; 
Doering et al., 2000).
Other participants expressed a lack of confidence in the medical treatment 
chosen (i.e. surgery). Participants reported that they had doubts and/or 
uncertainty about going through surgery, or they were concerned about whether 
surgery was the best treatment option for them due to the lack of or poor 
treatment preparation they had experienced. In this regard. Rami, a 57-year-old 
male teacher with a fractured leg requiring a metal implant fixation, stated:
7 am not saying that it wasn’t the right choice for me, but at the time i 
wasn’t sure about it; I did not know what I know now; i did not know the 
size of the injury; if i knew then i would’ve gone into the surgery with 
full confidence and not worried about it; i am not saying this to find fault 
with the decision, not at all, all thanks to Allah then Doctor (name), but 
It is forme to know,” (Rami, U, M, 57yrs).
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Likewise, a 44-year-old female (Fatima) indicated that she was not sure about 
the surgery:
"... for sure I had my doubts, I wasn’t sure about it, I didn’t know 
anything,” (Fatima, U, F, 44yrs).
This section has highlighted the importance of treatment preparedness and its 
impact on patients’ experience in terms of the provision of information to 
facilitate patients’ understanding about their injury and the surgical procedure 
as well as the treatment programme.
4.4.4 Stable phase
The stable phase is defined as the period after receiving acute medical 
intervention (i.e. surgery for this study) when the signs and symptoms of 
illness are controlled. During the stable phase, varying degrees of healthcare, 
recovery and rehabilitation intervention takes place to facilitate the 
improvement of health status and prevent complications (Halcomb & 
Davidson, 2005; Larsen & Lubkin, 2009; Margereson & Trenoweth, 2009).
Four themes relevant to the stable phase were identified in the current study. 
These are: information provision, therapeutic interaction, healthcare services 
access and utilisation, and perception of barriers and facilitators during 
recovery and rehabilitation.
4.4.4.1 Information provision
This theme is related to participants’ experience of information provision from 
healthcare professionals after surgery. Many participants talked about 
information needs during the stable phase, indicating that the information and 
healthcare advice they received after surgery regarding their injury, the 
surgical procedure performed, the treatment programme, the recovery 
process and general healthcare advice were ‘adequate’, ‘acceptable’ or 
‘good’. In this regard, Mustafa and Sultan stated respectively:
"... when i had the surgery -  / mean before the surgery I didn’t reaiiy 
know a iot; there were lots of unanswered questions; I needed to know
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more, but to be fair after surgery I received information -  it was 
acceptable, I still needed more, but it was acceptabie,” (Mustafa, U, M, 
51 yrs).
"... but after the surgery ... / had a wider idea about the injury, the 
surgery, and the period of time that i may need [to recover],” (Sultan,
U, M, 55yrs).
Receiving information was found to be associated with positive psychological 
effects"^ "^ . For example, participants indicated that they were less anxious, and 
more relaxed or relieved after receiving information and advice:
"... thank Allah Almighty, my experience was much better when I knew 
more about my situation ... you know ... iess thinking about the 
problem -  relaxed, I mean, more relaxed, ” (Fatima, U, F, 44yrs).
“Anyone wili be relived if he knows what is the probiem [pause] then 
you can deai with it property [pause] just a iittle piece of mind,” 
(Mustafa, U, M, 51 yrs).
Many researchers have reported the benefits for patients’ wellbeing of receiving 
information (Hathaway, 1986; Lindeman & Aernam, 1971; Sjoling et ai., 2003). 
However, these studies mainly focused on the effects of pre-operative 
information on patients’ post-operative outcomes, which does not match the 
situation in this study as participants were considering the information they 
received post-operatively, and therefore any comparisons should be made with 
caution.
Participants stated that they received more information about the nature of their 
injury, the surgical procedure performed, the treatment programme and the 
recovery process, and/or more healthcare advice after surgery compared with 
before surgery. Some still reported that they needed additional information, 
particularly concerning their recovery process and potential future health 
situation. Thus, several participants tried to locate further information, either by 
searching the internet or by turning to someone with a similar condition among
^  Emotional and mental feelings.
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their family or friends for further explanation and advice. In this regard, Bader, a 
young student with bilatera^^ injuries, commented:
“My friend’s brother had a similar injury -  weii, not an injury, but he had 
a problem that necessitated a metal implant, so I asked him. Aiso, I 
tried searching the internet, but on the web you find different things, 
nothing reaiiy exactiy iike my case, i found a similar case, but he was 
complaining of knee pain, and i don’t! -So, it’s different,” (Bader,
M, 18yrs).
From the above extract it can be seen that Bader indicated that he understood 
his presenting injury, but he desired more information about his recovery 
process. Similarly, Ahmed stated the he turned to one of his friends who 
works in the medical field for further information regarding the recovery 
process:
7 know a doctor who works in Jeddah; he has been in the fieid for a 
quite some time so i am sure he passed by many cases and stuff; I 
asked about my condition and how iong it wili take,” (Ahmed, U, M, 
35yrs).
Van Horn (2013, p. 186) found that among patients recovering from traumatic 
injury, having access to a peer with a similar injury helped patients to imagine 
the future without the injury being a ‘central theme in their lives’.
Receiving contradictory advice from healthcare professionals was another 
factor that was reported to influence participants’ experience after emergency 
lower limb surgery. During the stable phase, some participants expressed 
their frustration about receiving contradictory medical advice, with 
contradictions primarily occurring between the physiotherapists and the 
orthopaedic clinicians:
“... this doctor tell me something ... and when you go to the other one 
-  sadiy -  sorry okay! But when you see the other one he tells you 
something else -  what is this?,” (Mustafa, U, M, 51 yrs).
45 Injury affecting both legs.
Classification of Injury (B= bilateral Injury).
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Participants often associated receiving contradictory advice with negative 
experiences, anxiety and confusion. In this regard, Abdulmajeed commented:
"... with aii due respect to my physiotherapist . . .he told me to start 
weight exercise and the doctor told me not to put weight on my leg and 
use a cane! So anything I do I start to get anxious fearing that it is not 
right,” (Abdulmajeed, B, M, 18yrs).
A 59-year-old, Suad, who came to the interview in a wheelchair, expressed 
her confusion about the contradictory medical advice she received:
“At first the physiotherapist toid me to waik using the frame, then 
they’ve advised me to waik more often untii i get used to it. i thought 
that’s i t ... when I came back after one month I found out that the whole 
situation has got worse; it wasn’t good. The doctor toid me you have 
walked a lot on your leg; I said but this is the advice they’ gave me -  
huh, it was reaiiy confusing. Unfortunately, I had to wait for six more 
weeks, and when I came to my iast appointment the heaiing was not 
good; the bone did not heaiproperty,” (Suad, U, F, 59yrs).
The contradictory advice caused Suad’s healing process to be delayed, 
because the stress she put on her leg made for a longer recovery. Issues 
related to receiving contradictory information about treatment options has 
been highlighted in a qualitative study by Gabbe et ai. (2013) who explored 
patients perspectives of care in a regionalised trauma system in Australia.
A potential explanation for why patients received contradictory medical advice 
in the present study is that it may be related to a lack of communication 
between hospital health professionals. According to Fallowfield and Jenkins 
(1999), poor communication between health professionals from different 
departments and specialities can add to confusion about test results, 
diagnoses and patient management.
Finally, although participants valued the fact that they received more 
information post-operatively compared to what they received before surgery, 
some still desired to receive more information about their recovery process; 
this is perhaps more the case with middle-aged and older adult participants 
more than younger participants. In addition, receiving contradictory advice
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from healthcare professionals can lead to an adverse impact on participants’ 
physical health and feelings.
4.4.4.2 Therapeutic interactions
This theme is concerned with participants’ experience of interacting with 
healthcare professionals during the stable phase, including therapeutic 
dialogue and patient-clinician relationship.
Therapeutic dialogue is different from everyday communication as the 
conversation or dialogue occurs in a therapeutic environment between 
healthcare professionals and patients, where the primary goal or objective is 
to improve the patient’s health outcome. How participants perceived clinicians’ 
therapeutic dialogue during consultations is discussed within this theme.
Dissatisfaction with the therapeutic dialogue with their clinicians was 
expressed by several participants. This was related either to their experience 
of poor communication during clinical consultations, or to a perception that 
there was no communication flow or engagement in a discussion; rather, the 
interaction was described by some participants as being of question and 
answer style. In this regard, Khaled commented on the conversation between 
himself and his orthopaedic doctor:
“Well, usually there wasn’t much talking -  he asked me questions, 
gave orders to the nurse and told me or updated me regarding my 
situation and what was the next step; that was it reaiiy, and afterwards I 
took the appointment slip to register the next appointment,” (Khaied, U, 
M, 47yrs).
Similarly, Ahmed described his therapeutic interaction as thus: 
"... it was formai... no relationship,” (Ahmed, U, M, 35yrs).
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Bader, a young student with bilateral injuries, felt that he was undermined by 
his physiotherapist because of his experience of poor communication during 
consultations:
“Lack of communication with the patient maybe -  During one of my 
sessions I was doing the exercises and the therapist toid me that in the 
next session we would take the exercise to the next stage and we 
wouid add weights to the programme, in order to make the muscies 
stronger. The next appointment, he saw the X-ray and toid me that we 
wouid stop the programme. I was reaiiy surprised that I wouid stop 
physical therapy suddenly, without any weights or anything! . . . I  think it 
is disrespectful,” (Bader, B, M, 18yrs).
Patients’ perspectives of poor communication with service providers were also 
found in a study by Gabbe et al. (2013). Suchman et al. (1997) reported that 
patients seldom verbalise their emotional concerns directly and 
spontaneously, yet they often give clues. However, the findings also 
suggested that clinicians allow patients’ direct statements and clues about 
their concerns to pass without acknowledgement (Suchman et al., 1997).
Factors such as feeling that the clinician was in rush (i.e. time spent 
communicating was not enough) or the clinicians’ body language (i.e. the 
clinician filling in forms during discussion) were highlighted by participants as 
having a negative influence on the therapeutic dialogue with their clinicians:
“The doctor was always in a rush ... / don’t excuse him because I aiso 
want my time as a patient, ” (Kharema, U, F, 49yrs).
Rami stated that frequent interruptions and discussions with other clinicians 
led him to feel that he was not receiving his clinician’s full attention when he 
was communicating with his orthopaedic clinician:
“... then start to explain things to students -  I think they were students, 
they iooked young! I know It is a university hospital, but it wasn’t ... 
attention ... there wasn’t full attention,” (Rami, U, M, 57yrs).
Participants’ negative experience with their therapeutic interaction during the 
stable phase led some to feel that there was no ‘doctor-patient’ relationship 
build-up; this was particularly associated with orthopaedic clinicians:
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.. there was no relationship; it was solely about the injury and how the 
wound was, and what the X-ray reads ... never about how I feei or how 
I am managing at home,” (Fatima, U, F, 44yrs).
From the above excerpt it can be seen that Fatima would have preferred her 
clinician to acknowledge and know more about her personal live. This was 
similar to Omar who desired his orthopaedic clinician to know his situation 
with transportation:
“For me it is very difficuit to come back and forth to the hospital; 
sometimes it delays me for my appointment but of course the doctor 
doesn’t know the situation,” (Omar, U, M, dOyrs).
In contrast to the previous findings, a number of participants were satisfied 
with their therapeutic interaction with their clinicians. Participants appreciated 
clinicians’ listening skills, discussion engagement, encouragement and time 
dedication during appointments:
“Before we started with any treatment we talked about general issues, 
weather, traffic, parking; I appreciated his way of communicating with 
me ... at the end every clinician has their own attitude,” (Ahmed, U, M, 
35yrs).
“He taiked to us, and you know, when I asked him, or my husband 
talked to him, he iistened with interest; Allah bless him; he was very 
good,” (Muneera, U, F, 40yrs).
Jowaher acknowledged the empathetic communication from her 
physiotherapist, which positively impacted on her therapeutic dialogue 
experience:
“When I taik with her I feei much better ... i feel that she knows what I 
am going through; she understood my feeiings and what I am going 
through; she made me feel positive ... that things wiii be okay,” 
(Jowaher, U, F, 40yrs).
The findings presented in this section demonstrate two different perceptions in 
relation to participants’ experience of their therapeutic interaction with their 
clinicians. This could simply be related to the different communication styles 
that clinicians adopt during therapeutic interactions. Clinicians’ communication
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styles may evolve with the length of their experience, with medical training or 
in relation to their own philosophy of care (Levinson & Roter, 1995; Bertakis et 
al., 1998, 1999; Paasche-Orlow & Roter, 2003; Street Jr. et al., 2007). Other 
studies have also suggested that clinicians behave differently with patients 
during clinical consultations depending on the patients’ socio-economic status 
(Waitzkin, 1985; Street, 1991; Willems et al., 2005). However, this could not 
be determined in this study as information about social class and education 
level was not obtained.
Other possible reasons such as influence of cultural and religious values 
might also play a role with respect to patients’ experience with their 
therapeutic interaction. In Saudi Arabia, women are directed to cover their 
entire body including their hair and face in front of men (Hark & DeLisser, 
2011)."^  ^Communication between male and female are typically auditory (i.e. 
behind the veil). Researchers argue that facial expressions are the mediators 
to social interaction and are the window our emotions (Russell & Fernandez- 
Dols 1997; Keltner et al., 1999). Therefore, it could be argued that the 
absence of facial expression (e.g. fear, sadness, disgust, anger or enjoyment) 
might affect how male clinicians and female patients interact during clinical 
visits, as clinicians can only relate to verbal expressions (Ekman, 1993). 
However, the real reason why some participants had better experiences than 
others remains uncertain, particularly because there were male participants 
who also experienced negative therapeutic interaction.
Finally, it was noted that in the vast majority of the interviews, participants 
mainly mentioned their conversations with either their orthopaedic clinicians or 
their physiotherapists, not mentioning any other clinician from other 
healthcare specialities, such as psychologists or social workers. This 
suggests that clinicians from other healthcare professions (apart from 
orthopaedic and physical therapy clinicians) played a minor role during the 
participants’ recovery and rehabilitation period.
With the exception of a woman’s father, husband, brother, father-in-law, uncle, grandfather and 
children (Hark & DeLisser, 2011 ).
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In summary, participants’ experiences of therapeutic interaction were 
influenced by the therapeutic dialogue and clinicians’ verbal and nonverbal 
skills. Establishing a therapeutic relationship between patients and clinicians, 
particularly with orthopaedic clinicians, may facilitate the dialogue process and 
encourage patients to open up and disclose information about their personal 
lives.
4.4.4.3 Support from healthcare professionals
Participants talked about a range of issues regarding their experience of 
support from healthcare professionals during the stable phase. These issues 
included: access to healthcare services, accessibility to clinicians without an 
appointment, and continuity of care with the same clinician.
The study findings showed that all study participants reported that, apart from 
orthopaedic services, the only healthcare service used during the stable 
phase, if any, was physical therapy. Participants indicated that they did not 
use psychological services, and neither had these services been offered. 
Similarly, participants also stated that social services had not been offered or 
used.
Furthermore, it is noteworthy that among most participants, little was known 
about the availability of social services. Participants showed a lack of 
awareness about what ‘social services’ are or what kind of services these 
professionals offer:
“I have only heard of them but I don’t really know what they do, or what 
their role is,” (Muneera, U, F, 40yrs).
Accessing physical therapy was reported to be strictly conditional on a referral 
from the orthopaedic clinician. The majority of the participants indicated that 
accessing physical therapy was easy as long as one had a ‘doctor’s referral’:
"... no, it is easy; if you have a referral you just present it at reception 
and they wili book you right away, ” (Maher, U, M, 46yrs).
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Furthermore, many participants commented on their experience with regard to 
contacting clinicians without an appointment. Participants expressed their 
dissatisfaction with the fact that they always experienced difficulties when they 
were trying to get in contact with or reach their clinicians whenever they felt 
the need to see or talk to them without an appointment. This was a particular 
problem with orthopaedic clinicians. In this regard, Sultan and Fatima 
commented:
“Of course, to see the surgeon, this was difficult,” (Sultan, U, M, 55yr).
“The hardest thing is when you want to taik to the orthopaedic doctor; 
you wili have to wait to your next appointment or, if iuck was on your 
side, you visit the ciinic and you might get a chance to taik to him but 
for me it never worked out, ” (Fatima, U, F, 44yrs).
This raises the question of why participants felt the need to contact or reach 
their clinicians following consultations. Possibly this could be occurring 
because participants had health concerns attributable to the poor therapeutic 
dialogue discussed earlier in this chapter.
In contrast, participants had a different perception of their experience with 
contacting nurses during the stable phase, particularly before discharge, 
which was perceived as a positive experience by some participants. This is 
illustrated by the following quotations:
“The positive things, I mean tha t... there was a constant service from 
the nurse staff ... the other thing was, the response when i needed 
something was quick,” (Sultan, U, M, 55yrs).
“... no, to be honest they were kind; nurses were aiways around when I 
needed something,” (Nada, U, F, 22yrs).
Another factor that has been highlighted from participants’ experience of 
support from healthcare professionals was a reported lack of continuity with 
the same clinician throughout their recovery and rehabilitation period. This 
was often associated with orthopaedic clinicians.
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Some participants voiced their frustration regarding this issue, expressing 
their preference to continue their treatment programme with the same 
clinician. This is clearly indicated in this statement of Musaad’s:
"... I know that all clinicians here are highly qualified, but every time I 
come to see Doctor (name), someone else just comes instead of him. 
... Since the surgery I haven’t seen him; one time they toid me he is 
traveiiing, another time I’ve been told he is at a conference, it’s just an 
unpleasant feeling that every time I have to see someone eise. I am 
sure they are aii doing a briiliant job, but i ’d be more comfortabie if I 
continued with the same doctor throughout my treatment period,” 
(Musaad, U, M, 35yrs).
Another participant reported that within a period of five weeks, he saw three
different orthopaedic clinicians:
"... from my foiiow up untii now -  I think within five weeks or so, I saw 
around three different doctors,” (Ahmed, U, M, 35yrs).
The desire for better continuity with the same clinician throughout the 
treatment programme was related to psychological or trust issues. This was 
exemplified by Fatima (U, F, 44yrs) who indicated that she become more 
anxious when talking about her condition with a new clinician, fearing that she 
might forget something, while Omar expressed his dissatisfaction thus:
"... sometimes it is a mess; you come to see doctor whatever, then 
you’il be surprised to see another doctor; okay, where is my doctor who 
knew me? ... I don’t know, but i trust that my doctor who I foiiowed up 
with knows better -  about me, about my condition, not technical or 
practical knowledge,” (Omar, U, M, 60yrs).
Similarly, the findings of a study by Gabbe et al. (2013) conducted in Australia 
to explore injured patients’ experience of trauma care, suggested the need to 
improve the continuity of care through consistency of physicians in follow ups.
In the current study the findings presented under this theme demonstrated the 
pivotal role of orthopaedic clinicians with regard to participants’ use of hospital 
services. Factors such as continuity of care with the same clinician and the
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accessibility to clinicians without appointments were found to influence 
participants’ experiences of support from their healthcare professionals.
4.4.4.4 Perception of barriers and facilitators during recovery and 
rehabilitation
This theme concerns participants’ perceptions of barriers and facilitators 
during the stable phase. Two subthemes were identified, which were: 
negative and positive support from family and friends, and employment and 
financial implications.
a) Negative and positive support from family and friends
After experiencing traumatic injury many participants talked about the support 
they received from family and friends. This subtheme discusses participants’ 
perceptions of the negative and positive support received from family and 
friends.
First, family support was identified in most of the participant interviews. This 
was associated with the familial support that participants perceived in terms of 
time, effort, assistance and encouragement.
Many participants described the increased support they received from their 
families. This is illustrated in the following quotation:
“My family, the support I received is behind my recovery; they tolerated 
me and my swinging moods; I have very much appreciation for them; 
they have all the credit for this,” (Huda, U, F, 55yrs).
One participant expressed the support he received from his family thus:
“It was a very good thing. In fact, it was excellent. Thank Allah,” 
(Abdulmajeed, B, M, 18yrs).
Participants described how supportive their families had been throughout their 
recovery and rehabilitation process, and expressed a great deal of 
appreciation and gratitude towards their families. This finding (i.e. family
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support) was expected, as Saudi Arabia is characterised by its family-oriented 
society (Powell & Speiser, 2005), where individuals tend to live in extended 
families with strong bonds among their members (Minkov, 2011). Family 
support has its roots in Islamic and cultural ideology (Taghipour, 2007). The 
role of family within the Saudi context was reviewed in the introduction and 
background chapter.
In contrast, one of the participants reported that after the injury, there some 
tension that had arisen within his family. In this regard Sultan stated:
“And as a result some tension has arisen among my family!,” (Sultan, 
U, M, 55yrs).
The need to look after Sultan at home led his family to stay with him at home 
and this caused the increased tension:
“Of course, that’s because they were taking care of me all the time, ” 
(Sultan, U, M, 55yrs).
As discussed before in the literature (section 2.4) having an injured family 
member, along with other associated problems, might change the way the 
family functions (Landsman etal., 1990).
Support from friends was also mentioned in the accounts of many 
participants. This refers to the physical and/or psychological support, such as 
visiting, texting, calling or holding parties in their honour, that participants 
received from their friends during the stable phase. Expressions used to 
describe the support received from friends were, for example. Visiting’, 
‘calling’, ‘in contact’ and ‘stood by my side’.
Many participants reported that they received support from their friends. For 
some, having this type of support was reported to be unexpected, and it 
positively affected their friendships. This is evident in the following statements:
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“When the accident happened they really stood by my side and we got 
really close,” (Bader, B, M, 18yrs).
“I wasn’t expecting my friends to be there for me; they contacted me 
constantly throughout my treatment period while I was in Riyadh, and 
when I went back to my city, ail my friends came and visited me; they 
even held some parties in my honour; it was amazing,” (Omar, U, M, 
60yrs).
Although support from friends was acknowledged and appreciated, a few 
participants, particularly males, expressed their sensitivity towards the 
attention and/or extra care they received from their friends. For example, 
Ahmed commented:
7 didn’t want them to treat me as if I have a problem, or act around me 
as if I am disabled. It annoys me really,” (Ahmed, U, M, 35yrs).
Male participants often associated their sensitivity to care and attention with a 
refusal to feel vulnerable or be seen as a weak person, particularly in front of 
other males. For instance, Maher did not like to feel dependent or unable to 
serve himself; in this regard he commented:
“Sometimes when I go to a family gathering or a wedding or a party, I 
get all the attention, and people come with good intentions, of course, 
and say how are you today, or how did you get injured, or let me help 
you or bring you this or that, and I really don’t like it; so I prefer not to 
go to any events. Just because I don’t like it [pause] I don’t like to feel 
helpless and I am not but you know people,” (Maher, U, M, 46yrs).
This could be related to the patriarchal structure of Saudi society. In that 
context, any signs of weakness or vulnerability may be seen as undermining the 
constructed competitive nature of masculinity within the Saudi context (Akass & 
McCabe, 2005; Edwards, 2006).
The implications of participants’ employment and financial status were noted to 
influence participants’ experiences during the stable phase. This is presented 
next.
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b) Employment and financial implications
In the literature, studies have reported that injured patients may suffer from 
detrimental employment impact (Landsman et al., 1990; Kendrick et al., 
2012b). However, in the current study the majority of participants, if they were 
employed, reported no concerns with respect to return to work. Also, 
participants indicated that they had ‘paid’ ‘sick leave’ from work, and physical 
arrangements (e.g. creating easier access, moving their office location, 
reducing their workload or changing the nature of their work) were provided 
for them if necessary when they returned to work. For example Huda, who 
works in an elementary school in Riyadh, stated:
“The entrance of the school was difficult for me, so they opened the 
side door for me to use and all my classes were transferred to the 
lower floor,” (Huda, U, F, 55yrs).
Similarly, Ahmed who works as a financial analyst commented on whether 
there were any issues related to his return to work:
"... no there weren’t any issues like this [pause] I have been given 
some time o f f ... it was paid,” (Ahmed, U, M, 35yrs).
The previous findings are in contrast to studies conducted in Western world. As 
reported in chapter 2, researchers have indicated that either returning to work 
after a traumatic event was found to be delayed, or patients did not return to 
their previous job (Mackenzie et al., 1993; Mackenzie et al., 1998; Bosse et al., 
2002; Vies et al., 2005). Gabbe et al. (2014) who conducted a study to explore 
the financial and employment impact following serious traumatic injury found 
that 81 patients out of a total of 120 experienced financial hardship. This was 
predominantly attributed to prolonged absence from paid employment.
The inconsistency between the findings obtained in the present study and other 
studies in the literature could be related to the Kingdom of Saudi Arabia labor 
law, which provides job protection to employees, especially those in government 
jobs. Bloch and Prins (2001) stated that job protection is an important factor in 
patients’ return to work. Cohort studies from the Netherlands and Sweden
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revealed high rates of return to work and returning to work with same employer, 
as people rarely lose their job due to an illness in those countries (Bloch & Prins, 
2001).
Furthermore, participants’ financial and socio-economic status was also found 
to influence their experience of recovery during the stable phase. This was 
determined by the availability of housemaids and/or personal chauffeurs. 
Thus, for some participants their high financial status enabled recovery and 
rehabilitation, while those from lower socio-economic status backgrounds 
encountered more difficulties during their recovery as they did not have 
domestic staff.
Participants who reported having housemaids and/or personal chauffeurs 
expressed no concerns about home life, household tasks or transportation. 
This is evident in quotations from Muneera and Khaled:
“Oh no, thank Allah I don’t have any issues with household tasks or 
home life; I have home servants and a personal driver, so nothing 
really changed in this respect -  Thank Allah,” (Muneera, U, F, 40yrs).
“As you know, may Allah bless our country, we have chauffeurs; I 
mean life wasn’t dependent only on me; life continued as normal,” 
(Khaled, U, M, 47yrs).
In contrast, participants who reported that they did not have housemaids or 
personal chauffeurs or who indicated financial difficulties reported 
encountering a greater overall negative impact of their injuries than those who 
had such resources available. For instance, Hattem (B, M, 31yrs) described 
using taxis to attend his appointments as ‘financially draining’ for him and his 
family. Another participant reported skipping appointments due to the lack of 
transportation. In his own words:
“Well, I took instructions from the physiotherapist in advance, in order 
to implement them at home as I couldn’t follow up with them. Obviously 
I can’t drive and no one was available to take me there,” (Musaad, U, 
M, 35yrs).
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In addition, the fact that participants were unable to carry out their role at home, 
thereby increasing the responsibilities of other family members, was associated 
with negative feelings:
"... to come back and forth to the hospital, I don’t have a driver-, and 
my son, God bless him, he does take me, but you know he is also busy 
with his life, and I don’t want to be a burden on him ... yes, I am his 
mother, but I don’t feel I am; it is not a good feeling that you placed an 
additional burden on him,” (Suad, U, F, 59yrs).
Similarly, Jowaher stated:
7 mean, it’s difficult for me to lie down and not look after my kids and 
husband; I need to continue serving my family; I have to look after 
them; I don’t want to be a burden on their shoulders -  The past three 
months were difficult for me; I kept thinking about them, who wiil cook 
for them, clean the house, take care of my husband? ... they were 
always in my mind,” (Jowaher, U, F, 40yrs).
The previous excerpts reflect the importance in participants’ experience of 
maintaining their designated roles within the family, a factor which is rooted in 
Islamic and Arab culture as a family-orientated society (Rees & Althakhri, 
2008).
Finally, concerns about carrying on their role in the family and placing a 
burden on other family members were indicated more often among 
participants with dependents. In other words, participants were concerned 
about changing their role status within the family from ‘doer’ to ‘receiver’. 
Similar concerns were also found among patients recovering from a stroke in 
the United Kingdom (Dowswell et al., 2000).
In summary, participants’ perceptions of barriers and facilitators during 
recovery and rehabilitation identified the role of the participants’ social support 
system (i.e. family and friends), employment and financial status on patients’ 
ability to cope after emergency lower limb surgery.
4.4.5 Unstable phase
The unstable phase is characterised by deterioration or ongoing difficulties 
(Halcomb & Davidson, 2005; Margereson & Trenoweth, 2009). Corbin and
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Strauss (1988, p.236) stated that “the hallmark of an unstable phase, 
especially when it is severe physiologically and in terms of personal impact, is 
working hard to keep one's personal life in some sort of order”.
In the current study, the focus was directed towards the ongoing impact or 
difficulties that patients experienced after injury, including, for example, 
personal, social, psychological and/or work-related aspects. Two key themes 
were identified. These were: the stigma of mental and psychological 
problems, and social life after injury.
4.4.5.1 The stigma of mental and psychological problems
Stigma is defined as a negative perception associated with a particular 
situation or person (Katz, 2014). Having a psychological or mental health 
problem can be stigmatising in Arab countries (Al-Krenawi & Graham, 2000; 
Becker et al., 2002; Jabbour et al., 2012). Koura et al., (2012, p. 45) described 
the stigma attached to psychological or mental illnesses in Saudi Arabia as a 
'social problem’. The impact of being stigmatised with psychological or mental 
health problems is that such problems have been regarded as going beyond 
individuals’ reputation and status to hereditary flaws that can be considered 
as a shame for the family members (Aloud, 2004).
This theme illustrates participants’ experiences of emotional difficulties and 
the impact of the stigma of mental and psychological problems on 
participants’ willingness to seek or receive formal support.
During the unstable phase some participants experienced persistent changes 
in their mood states, reporting some emotional difficulties. Participants used 
expressions such as ‘moody’, depressed’, ‘not in the mood’ or ‘feeling down’ 
to describe their mood changes:
“Since the injury I have bad moods; not always but sometimes ... I am 
not as I used to be. Sometimes I just forget about it, but when I 
remember my health and my situation I get moody again,” (Jowaher, U, 
F, 40yrs).
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"... And ... as I said I wasn’t in the mood to see anyone; I wasn’t ready 
yet!,” (Norah, U, F, 27yrs).
Although some participants reported persistent emotional impact, none of 
them mentioned the need to use psychological services, nor the intention to 
talk to a healthcare professional about their emotional difficulties. Participants 
reported that they either kept their emotions to themselves and did not share 
them with others, or they shared how they felt with a member of their family. 
In this regard, Suad and Mustafa indicated:
"... no I didn’t talk [pause] what will I benefit from it? It will only sadden 
the people around me ... no,” (Suad, U, F, 59yrs).
“I mean sometimes I tell my wife [pause] talk to my wife only,” 
(Mustafa, U, M, 51yrs).
Similar findings were also observed in other studies, which reported that 
family and friends are often preferred over healthcare professionals as a 
source of support (Rickwood & Braithwaite, 1994; Rickwood et al., 2007; 
Gulliver et al., 2010).
The findings presented under this theme reflect a typical characteristic of 
Saudi society, which is very reserved regarding issues related to 
psychological or mental difficulties, particularly in relation to discussing them 
with outsiders (i.e. those who are not family members). In fact, a refusal to 
receive or seek formal psychological support was clearly expressed by 
participants. For instance, Abdulmajeed, a young Saudi male (18 years old) 
responded to the question about his experiences regarding psychological 
counselling and whether it had been offered thus:
"... if they come I will kick them out, "(Abdulmajeed, B, M, 18yrs).
Similarly Huda, an older adult Saudi female who indicated that she had 
ongoing emotional difficulties, stated that she did not need psychological 
counselling, and neither did she need to talk to a healthcare professional:
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"... no why, I am not mahboula"^^- in the name of Allah, I don’t need 
anyone and I don’t want to talk to anyone ... no, I don’t need 
[counselling],” (Huda, U, F, 55yrs).
Huda associated talking about or using psychological counselling with the 
stigma attached to psychological and mental problems (i.e. being mental).
Alternatively, the use of religious healing methods to overcome psychological 
difficulties was reported by other participants. In this regard. Rami (a 57-year- 
old male with a unilateral injury) remarked that when he felt depressed or 
psychologically distressed he used religious healing methods by means of 
drinking Zamzam"^ ® water and reading verses from the holy Quran and the 
Sunnah (the acts and sayings of the prophet Mohammed, peace be upon 
him):
"... no, I didn’t speak to anyone, and thanks to Allah, when I drink 
Zamzam and read almoawthat (verses from the Quran and Sunnah) I 
feel better,” (Rami, U, M, 57yrs).
Huda stated that her family invited a religious man (Sheikh) to come and read 
some of the verses from the holy Quran and the Sunnah:
“They brought me sheikh^^ and he read the Quran to me,” (Huda, U, F, 
55yrs).
As discussed in chapter 2, spiritual healing is widely practiced in Saudi Arabia 
for a wide spectrum of illnesses (AlShahri, 2002). In Islam, spiritual healing 
entails the reading of a specific supplication (ruqya) from the Quran and 
Sunnah that is meant to heal and protect. The ruqya can be said over oneself 
or over others or even over a bowl of water to be drunk later (Househ, 2013; 
Walpole et al., 2013).
From the findings illustrated in this section, it can be seen that some 
participants experienced persistent emotional impact after injury. However, 
arguably, the social stigma attached to psychological and mental health
48 Crazy or mental.
W ater from the sacred well located in the city of Mecca, the home of Allah (ALKhahr, 2002; AIKurtass, 
2009).
A  term used for religious men.
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problems as well as using religious healing modalities as a coping method 
hindered participants from seeking formal support or opening up about their 
emotional difficulties with healthcare professionals.
4.4.S.2 Social life after injury
This section demonstrates how participants viewed their social life and social 
activities after the injury. Over half of the participants showed a reduced 
desire for social interaction and engagements, indicating signs of social 
withdrawal. This was reported using expressions such as, for example, 
‘spending most of the time at home’, ‘not interested anymore’, ‘not attending 
social events’, or feeling that ‘social life is not the same anymore’.
Participants often linked changes in their social life after the injury to societal 
attitudes, cultural norms and environmental barriers. For example, 
Abdulmajeed, an 18-year-old student with bilateral injuries, told his story 
about how he lost interest in socialising after his injury:
"... I had the accident with my cousin from my father’s side, and it was 
a semester finals period, and we went out the night of an exam day; we 
went to Shagraa (city), and on our way back we had an accident and 
my cousin passed away, so it affected my relationship with my 
relatives, and I’m not socialising as I used to,” (Abdulmajeed, B, M, 
18yrs).
For Abdulmajeed, relationship tension between him and his relatives 
appeared to be associated with social withdrawal. Meanwhile, a middle-aged 
participant (Fatima) stated that her reasons for social withdrawal were based 
on her concerns about her appearance:
“No, of course my social life has changed; as you know I always need 
to straighten my leg, and it is difficult and impolite to do so in front of 
other people, plus I look awful with the crutches and the cast and 
wearing only one shoe. So yeah, there wasn’t much socialising; as they 
say, home is where you can cover all your flaws,” (Fatima, U, F, 44yrs).
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Fatima decided to change her social lifestyle after the injury because she did 
not want to be socially criticised, as it is culturally unacceptable to straighten 
one’s legs in front of others. Environmental barriers as a reason for social 
withdrawal have also been identified in the participants’ narratives. Ahmed 
stated that public places are not prepared for people with disabilities:
"... there is a lift in my building but no wheelchair access in most of the 
cafes and restaurants, even the street -  well, you know the situation,” 
(Ahmed, U, M, 35yrs).
Other participants reported some activity limitations and/or a type of extra 
cautious behaviour after the injury; Maher, a 46-year-old male patient, 
described his choice to quit playing football, while Rami, a 57-year-old man, 
who had a work related accident, indicated that he had sold his car and did 
not wish to drive again. Similarly, Nada stated:
7 will never wear long dresses again; I will not expose myself to 
another injury; I am very cautious now,” (Nada, U, F, 22yrs).
The findings presented in this section illustrate participants’ experience with 
social difficulties. Potential social, cultural and environmental barriers were 
mainly put forward as a restriction on the participants’ pre-injury social lifestyle 
rather than the physical aspect, a perception that concurs with the social 
model of disability. Lollar and Crews (2003) reported that the social model of 
disability focuses on the role and interaction between the individual and the 
environment in the disability process, in which an individual’s environment 
helps or hinders functioning in life.
4.4.6 Summary
The findings presented in this section demonstrated the impact of cultural 
values and religious beliefs in Saudi Arabia on patients’ experiences following 
lower limb injury that necessitated emergency surgery. Fatalistic views were 
clearly expressed by patients; this includes an absolute reliance on Allah, and 
the belief that one’s fate is written. However, for a number of patients the
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influence of such a belief system was found to be associated with passive 
behaviour and/or helplessness.
Aspects such as emotional support from healthcare professionals, 
involvement in decision-making and pre-treatment preparation have been 
reported to influence patients’ experience with healthcare services in 
emergency settings. Additionally, receiving information about one’s injury, the 
surgical procedure, the treatment programme, the recovery process, and 
general healthcare was found to be associated with positive psychological 
effects.
During clinical consultations, patients’ perceived their interaction experience 
with healthcare professionals as a source of dissatisfaction. This was 
attributed to; poor communication, feelings that the clinician was in rush or 
lack of attention. Support from healthcare professionals, including access to 
healthcare services, accessibility to clinicians without an appointment, and the 
continuity of care with the same clinician, was also found to be limited. On the 
contrary, increased support from family and friends and the benefits of 
employment protection were perceived as facilitators during patients’ recovery 
and rehabilitation.
Finally, potential social, cultural and environmental barriers such as stigma 
attached to psychological and mental health problems had a negative 
influence on how patients perceived health and healthcare seeking.
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4.5 Findings from the healthcare clinicians
This section presents the findings from the analysis of the interviews carried 
out with clinicians^’'. The topic guide used during the interviews elicited a 
range of information (Appendix 12). Clinicians were also encouraged to 
elaborate on issues not identified in the topic guide when they were 
mentioned during the interview.
The analysis revealed six themes, which are presented below. The admission 
process (1) describes the intricate processes involved from patients’ arrival in 
the emergency department (ED), through to their initial assessments and 
examination by the trauma team. The theme Provision of follow-up care to 
patients with injuries (2) highlights the mobilisation of the range of recovery 
and rehabilitation healthcare interventions to facilitate the improvement of 
patients’ health and prevent complications. Under the theme Supply and 
demand for healthcare services (3), the real concerns of clinicians from 
different specialities about the imbalance between supply and demand for 
healthcare services and the pressures for caring for a high patient load with 
limited resources are revealed. Risky behaviours (4) illustrate one of the 
challenges experienced by clinicians when delivering care. In the theme 
Public awareness of available services (5), clinicians’ expressed their views 
about how patients perceive the nature and value of some of the healthcare 
services provided, specifically the rehabilitation and supportive professions. 
The final theme. Patient coping after injury (6), focuses on the clinicians’ 
perspective of the factors that influence how patient cope after injuries. These 
themes are presented next. A summary of the findings are presented in the 
final section of this chapter.
4.5.1 The admission process
The patient admission process in the emergency setting was one of the 
issues most commonly reported by participants related to the healthcare 
system in Saudi Arabia. Clinicians indicated that on patients’ arrival in the
This includes professionals from areas such as orthopaedics, physiotherapy, occupational therapy, 
nursing, psychology and social work.
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emergency department, they are initially assessed and examined by the 
trauma team. Payai et al. (2013) stated that the mission of the trauma team 
includes identifying and listing the patients’ problems, determining priorities, 
stabilising the condition of patients and finally referring patients to the targeted 
speciality for further investigation and treatment. In line with this, 
orthopaedic clinicians commented:
“Here, as we have seen, there is a separate trauma team which covers 
all trauma patients, either for surgery or medicine. They are the first 
people to be called and they see all the patients,” (Orthopaedic 
clinician, CN1^ )^.
"... when the patient comes through the ER. The primary service will be 
given to them by the emergency team ... and if there is a need for 
orthopaedic consultation ... the patient will be given a follow-up,” 
(Orthopaedic clinician, ON6).
After the referral of cases to the targeted speciality, which in the context of 
this study was the orthopaedic department, the resident^'' orthopaedic doctor 
on duty attends the patient first, and then the case is referred to the 
orthopaedic registrar® ,^ then to the senior^® registrar, and finally a consultant 
might be called (when needed):
“Then they call our residents, who will call the registrar ... and then the 
senior registrar and then the consultant,” (Orthopaedic clinician, CN1).
The admission process and the chain of referrals in the emergency setting 
was criticised by many clinicians, described as ‘time wasting’ for the ED staff 
and the patients, particularly those who need immediate interventions:
“In this regard I would say, with this chain of referrals there is a lot of 
time wasted in the ED and for the patient. For example, when a patient 
needs urgent care within one hour, the consultant would be contacted
A speciality that is responsible for treating and discharging the patients according to the presenting 
illness.
Clinician code.
A medicine graduate doctor involved in a speciality medical training programme (i.e. residency 
programme).
® A qualified doctor who has finished the residency programme in a specialised medical area.
A qualified doctor who has spent several years of experience in a medical speciality after completing 
the residency programme.
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after two hours ... / think this is a weak point over here,” (Orthopaedic 
clinician, CN1).
Similarly, another orthopaedic clinician stated that delays caused by the 
service process in emergency settings limited the clinicians’ time with patients 
before surgery:
“Sometimes there is a delay in the emergency department... / mean 
receiving the case quite late, ... some emergency cases we operate on 
them the next day; of course there is no risk to the patient’s life, which 
is the first priority for all of us, but it gives us less time, so we admit the 
patient to theatre,” (Orthopaedic clinician, CN2).
Orthopaedic clinicians also expressed their desire to be the first to assess and 
evaluate trauma patients when arriving at the ED, rather than the primary 
physician:
“... but if the registrar or senior registrar were part of the team who first 
evaluated the patient, it would save us some time,” (Orthopaedic 
clinician, ON2).
“... be the first person to see the patients, in this case ... there would 
be no missed injuries, and better services provided,” (Orthopaedic 
clinician, CN1).
From the study findings it may be suggested that the way the emergency 
services are structured causes referrals to be received relatively late, meaning 
that orthopaedic clinicians have limited time between seeing the patients and 
intervening. Thus, most of the time, orthopaedic clinicians reported that 
patients’ are not involved in discussions about the implications of treatment 
options; rather clinical decisions are made on behalf of their patients:
"... for the emergency patients they have no time, . . .we make the 
choice. Patients have no choice,” (Orthopaedic clinician, CN2).
Even when it was possible for clinicians to share and discuss treatment 
options with emergency patients, a decision typically needs to be made within 
a limited timeframe. Orthopaedic clinicians indicated that making decisions on 
behalf of patients in an emergency setting happens for two reasons: first.
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because patients in emergency situations are in a state of shock after a 
traumatic event and are unable to make rational decisions themselves; and 
second, orthopaedic clinicians stated that they are the doctors and therefore 
they are in a position to know what is best for their patients:
"... we don’t give the patient options ... because he is in no state of mind 
to make a judgement, so it is difficuit, plus he is not a doctor, so we give 
choices for some cases and for other cases we don’t,” (Orthopaedic 
clinician, ON6).
A result of making clinical decisions at short notice is that patients may feel 
disempowered. This was confirmed by findings from the patients reported in 
section 4.4.3.1.
Furthermore, the lack of time that orthopaedic clinicians have with patients 
undergoing emergency surgical intervention was also reported as a 
contributory factor to lack of pre-operative preparation for patients:
“When we see the patient, we look at the case. We make a decision and 
start arranging for it; we have a very limited time ... otherwise it wouidn’t 
be called an emergency case!,” (Orthopaedic ciinician, ON6).
Pre-operative preparation, which includes the provision of information related 
to the injury, the recovery process and the chances of recovery, and/or 
psychological preparation, was described as minimal or absent for patients in 
emergency settings:
“Emergency patients, they don’t have any sort of preparation; they 
don’t know anything about what has happened and what will happen to 
them,” (Physiotherapist, CN9).
Similarly, an orthopaedic clinician commented on patients’ pre-operative 
preparation by saying:
“Initially ... we tell them briefly about their injury. Once they are 
operated on and followed up with us, then we gradualiy inform them 
regarding their injury status, rehabilitation and what they can achieve,” 
(Orthopaedic clinician, CN11).
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Clinicians commented on the impact of minimal or a complete lack of 
preparation on patients’ ability to cope after surgery. In this respect, clinicians 
reported that some patients experience adverse psychological effects (i.e. 
shock) while others become dissatisfied with the healthcare services 
provided, and also described patients’ unrealistic expectations about their 
health status. In this respect, clinicians commented:
“But some cases are directly admitted because they are emergency 
cases, which means that they are admitted without any preparation, so 
they think, most of those patients, they think that after the surgery they 
will one hundred percent get back to normal, not knowing what 
problems will arise after the surgery, ” (Physiotherapist, CN4).
“Some of course will not be happy with the service provided, because 
they did not receive what they had expected ... it will be a 
disappointment for them; they will not like it,” (Orthopaedic clinician, 
CN6).
From the study findings, it was clear that clinicians from surgical specialities 
(e.g. orthopaedic clinicians) are primarily responsible for communicating with 
and preparing patients for surgery. For example, a nurse stated:
“We don’t give the patients information; we cannot give them any 
information; it is not our job, ... the doctor talks to them and tells them 
everything,” (Nurse, CN5).
Clinicians from other disciplines (i.e. physical therapy, occupational therapy, 
psychology and social services) described having no role at all during the 
admission process in emergency settings. Nurses indicated a limited role:
“Well, if a patient comes for example with trauma, then the doctor will 
see him, and I just let the patient sit and the doctor will take the rest of 
the action ... there is none, there is no service from us,” (Nurse, CN14).
In the previous excerpt, it can be seen that the nurse’s role of caring was 
characterised by a wait-and-see attitude, waiting primarily for the doctors’ 
orders. Similar findings were also reported by the study of Wiman and 
Wikblad (2004).
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In the current study, nurses were of the opinion that their job description was 
limited to some extent compared with their experience and training overseas, 
generating some constraints in delivering their services;
“It is a bit different from what we have trained for; here we can only do 
what the doctor tells us to do,” (Nurse, CN5).
In Saudi Arabia there is no national code of practice for nursing, which leads 
to varied specifications and job descriptions for the same nurse position in 
different hospitals. This is particularly problematic because there is a high 
number of non-Saudi nurses who trained overseas working in Saudi Arabia; 
Saudis only comprise 32.3% of the nursing workforce in Saudi Arabia 
(110,858)^^, with the remainder coming from diverse professional contexts, 
training and backgrounds (Zakari et al., 2010). The Saudi healthcare sector 
depends largely on overseas-trained members of the healthcare workforce, as 
discussed in chapter 1, section 1.3.
In summary, patients arriving at the ED go through a chain of referrals until 
they reach clinicians from the targeted speciality. Such a structure was found 
to contribute to a delay in receiving referrals, which limits the time clinicians 
spend with patients before surgical intervention. The outcome of this was that 
clinical decision-making needs to be done at short notice, as well as leaving 
limited time for pre-operative patient preparation.
Additionally, during the admission process, nurses reported that they have a 
limited role with regard to delivering healthcare in the emergency setting. 
Empowering the role of nurses during the admission process could help by 
lessening some of the responsibilities of clinicians from surgical specialities, 
allowing them to spend more time with patients.
4.5.2 The provision of follow-up care to patients with injuries
After surgery, a range of healthcare, recovery and rehabilitation interventions 
are put in place to facilitate the improvement of patients’ health and prevent
According to the Ministry of Health Statistics Book, 2009.
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complications. This includes following up with the orthopaedic services as well 
as rehabilitation and supportive services such as physical therapy, 
occupational therapy, psychological services and social services.
During the patient follow-up process, the lack of continuity of patients' 
appointments with the same healthcare clinician was one of the highlighted 
topics mentioned by orthopaedic clinicians in particular. In this respect, 
clinicians reported that patients coming through ED are followed up by 
different clinicians throughout their treatment programme:
“For example, if I was the person who saw the patient in the ED, and 
evaluated the case, but the patient was not yet prepared for surgery 
during my duty, the next day some other surgeon would do the surgery 
and the patient would be followed up in the open clinic by a third 
person. So the chain and sequence is broken; the initial person who 
has the maximum information regarding the patient’s medical history or 
surgicai history doesn’t see the patient in the operating theatre, and the 
surgeon who operated on the patient wiil not see the patient in the 
orthopaedic clinic. This is a major problem,” (Orthopaedic clinician, 
CN1).
"... the problem is that different doctors see the same patients ...w e  
have some limitations in this matter... it could be related to 
organisational factors, available resources but I think it’s more about 
how things are going,” (Orthopaedic clinician, CN2).
Problems with patients’ continuity of care with the same clinician were raised 
in the patients’ accounts, as discussed in section 4.4.4.S earlier in this 
chapter. A question arises as to why patients who underwent emergency 
surgical intervention experienced a discontinuity of care, rather than 
continuous care with the same clinician. One of the clinicians suggested that 
the discontinuity of care may be attributed to the fact that emergency surgical 
patients ‘need to be seen regularly’:
“Emergency patients meet more than one doctor. In their follow-ups 
they aren’t necessarily seen by the same doctor, because they need to 
be seen regularly so the available doctor will see them,” (Orthopaedic 
clinician, ON2).
Social care professionals. In the Saudi Arabian context this is equivalent to social workers in the 
United Kingdom.
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However, clinicians voiced their concern about the effect of such discontinuity 
on patient welfare. They suggested that the interrupted continuity of care can 
cause confusion for patients because clinicians may differ in their clinical 
opinions:
7 might decide something and in my opinion it is the best for the 
patient, but a second opinion might not agree ... for the patient it is 
confusing,” (Orthopaedic clinician, CN1).
This is supported by the findings from O’Malley’s (2004) study investigating the 
impact of continuity of care, which found an association between clinician 
continuity and the coordination of care. A systematic review by Cabana and Jee 
(2004) investigating whether continuity of care improved the patients’ outcome 
showed that continuity of care was associated with patient satisfaction, 
decreased hospitalisation and fewer ED visits. A critical review by Saultz and 
Albedaiwi (2004) found that despite methodological differences in the literature, 
the findings suggest a consistent positive relationship between patient 
satisfaction and interpersonal continuity of care. Another systematic and critical 
review by Walraven et al. (2010) on the association between continuity of care 
and patients’ outcomes showed that eight out of nine high quality studies found 
an association between increased continuity of care and decreased utilisation of 
health services.
Other disciplines such as physical therapy, occupational therapy, psychology 
or social services may also be part of the follow-up care to patients’ with 
injuries. However, in Saudi Arabia, the rehabilitation and supportive services 
are managed via a referral system that is only available from clinicians,^® a 
policy that is also followed in many other countries (Grout et al., 1998; 
Gurewich et al., 2009). In this regard, clinicians remarked:
“Well, actually, we receive referrals from other physicians -  I mean the 
primary physicians, plastic surgeons, general surgeons, orthopaedics -  
so they refer a case for a particular reason, ” (Psychiatrist, CN10).
From surgical specialities.
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“We cannot put our hands on a patient without a referral ... Usually 
most of the patients attending physical therapy are referred to us from 
other clinics, either neuroiogy, primary clinics, surgery, from different 
specialities in the hospital, and we admit them to our service,” 
(Physiotherapist, CN9).
Some clinicians from the rehabilitation and supportive services expressed 
their frustration over the referral system. Clinicians felt that there was an 
imbalance of power in this policy, since it limits their role in providing services 
for patients who are in need but who have no referral:
“Providing our services is limited to a referral from a doctor; we cannot 
do anything if there is no referral, even if we think that this patient 
needs our service ASAP we cannot do anything about it ... all we can 
do is that when we see the doctor we can speak to him about it, or 
maybe write in the patient’s file, but the chances that the doctor will 
pick it up ... I mean the request (waving her hand to indicate so and 
so),” (Social worker, CN8).
Clinicians argued that they were the most experienced professional and felt 
that they were better able to evaluate patients as to whether or not they 
needed to use their services. For instance, a social worker suggested that 
clinicians in her area would benefit from having the ability to evaluate each 
patient without the need for a referral:
“Of course we don’t interfere until we receive a referral; we don’t have an 
arrangement that for every patient there should be an evaluation form and 
report filled in by a social worker. We don’t have this arrangement, and I 
think we should have such an arrangement; it would make a big 
difference,” (Social worker, CN13).
However, this arrangement would create a danger of gradual but inevitable 
open access for patients to outpatient clinics without referrals (Sweeney, 
1994). Thus, such a proposition would need to be examined carefully to 
determine the practicality and financial implications of this kind of referral.
Communication and collaboration between healthcare services was another 
challenge reported by clinicians. This was particularly highlighted as an issue 
between the department in which the patient was admitted and other hospital 
services. For example, a nurse who works in an orthopaedic department felt
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that there is missed information about the patients’ health progress with other 
healthcare services:
“There is not much communication between other services and us; we 
need to communicate more and collaborate among all hospital 
services,” (Nurse, CN5).
A psychiatrist indicated that some of his patients were discharged from the 
hospital without his knowledge, which resulted in patients being discharged 
from his service without preparation, including medication prescription:
“The gaps that we experience are the lack of communication between 
departments. Sometimes the patient gets out of the hospital without 
informing us, or the patient leaves the hospital without taking his 
psychotropic drugs, for example. This happens sometimes,” 
(Psychiatrist, CN10).
Similarly, a physiotherapist talked about his experience of lack of awareness 
of some cases due to a lack of or delay in receiving referrals from other 
hospital specialities. The meaning of this is illustrated in the following extract:
“They discharge some patients without referring them to physical 
therapy ... / remember one case who developed hip stiffness because 
the patient did not start physical therapy; it might be that the doctor did 
not refer him, or that he did give an order for the patient to be referred 
to physical therapy but it was not done or written ... so this is a 
problem; there is a gap in communication,” (Physiotherapist, CN9).
In contrast to these findings, clinicians from rehabilitation and supportive 
services specialities reported good communication and collaboration among 
each other. For instance, clinicians from the psychology department reported 
that they frequently communicate and collaborate with social services to 
provide help for injured patients:
“Psychiatrists and psychologists, we all work together as a team ...We 
work with the social workers, either for financial or other issues, I mean 
what concerns the family,” (Psychologist, CN7).
Physiotherapists also indicated that they discuss patients’ conditions with the 
social services as well as occupational therapy clinicians. Meanwhile, an
146
occupational therapist described constant collaboration with physical therapy, 
orthotics and social services:
“Working with physical therapy and orthotics technicians and social
workers/’ (Occupational therapist, CN3).
From the findings presented in this section, it appears that there was good 
communication and collaboration between services with the same hierarchic 
level (i.e. rehabilitation and supportive services). This kind of communication 
has been referred to in the literature as horizontal communication, which 
occurs between clinicians from different non-surgical specialities (Balan, 
2009). Nasir et al. (2013, p.4) defines horizontal integration in health care as 
“building connections between similar levels of care, such as using 
multiprofessional teams within the same sector”. Alternatively, the findings 
from the current study show that some difficulties were encountered in 
communication and collaboration between clinicians from the surgical 
speciality and clinicians from non-surgical specialities, or vertical 
communication. In health care, vertical integration refers to links across 
different levels of care (Nasir et al., 2013).
Reasons such as the hierarchical structure of hospitals and the specialised 
vocabulary of each group have been reported as barriers for effective 
communication (Brown, 1962; Stephens, 1967). Such barriers have been 
indicated to promote separateness between the different healthcare 
professions, which encourages vertical communication (Brown, 1962; 
Stephens, 1967). Further discussion about communication and collaboration 
between hospital services is presented in chapter 5.
To conclude, the process of follow-up care for patients who underwent 
emergency orthopaedic surgery may have been disrupted by a lack of 
appointments with the same clinician resulting in discontinuity of care. In 
addition, accessing hospital services in the hospital being studied is managed 
via a referral system that is led by clinicians from surgical specialities only. 
Communication between hospital healthcare services is limited to particular 
services, and specifically is a problem between clinicians from surgical
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specialities and clinicians from non-surgical specialities, with consequences 
for patients' welfare such as delayed referrals, lack of discharge preparation 
or missed information about patients progress with other services.
4.5.3 Supply and demand for healthcare services
This theme is concerned with clinicians’ views about aspects of supply and 
demand in relation to healthcare services. Clinicians from different specialities 
agreed on the fact the there is an imbalance between supply and demand for 
healthcare services.
The great demand for healthcare services was evident in the accounts of the 
clinicians. The experience of working with a high patient load was a prominent 
concern raised by clinicians. For instance, a psychiatrist stated that the 
number of cases he sees exceeds international standards®®:
“The thing that needs to be done is to do something about the load. The 
number of patients scheduled for each consultant is high; we need roles 
-  like for example, myself, now I am overloaded with work. The number 
of staff seeing psychosomatic cases is more than the international 
standards. If the standard is one consultant for every one hundred beds, 
we have eight hundred beds here and we are only three,” (Psychiatrist, 
CN10).
Similarly, an orthopaedic clinician reported that they are overstretched, 
causing them to work overtime in outpatient clinics due to the high number of 
patients. Clinicians expressed concern regarding the impact of working under 
high workload on their quality of work. An orthopaedic clinician elaborated:
“Sometimes, not sometimes but most of the time, we work above our 
energies ... / mean we are supposed to finish at four thirty, but actually 
we finish at five thirty or six because of the patient load, and this high 
load Is dangerous because we have an energy limit, and if there is an 
overload, the safety of the patients will be decreased, because of all 
the cases you see. We are human beings and sometimes we might get 
things wrong and sometimes we get them right. So when you give 
more than your capacity, the chances of getting things wrong will
60 http://www.rcpsych.ac.uk/files/pdfversion/CR174.pdf
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increase ...As long as we are under a high load we can’t give a perfect 
service,” (Orthopaedic clinician, CN6).
In line with this, Bursa et al. (2008) stated that working under a high caseload 
might increase the chance of errors. Needleman and Buerhaus (2003) stated 
that there is a strong evidence base to conclude an association between 
clinician staffing and adverse patient outcome. In addition, Aiken et al. (2002) 
reported a relationship between a high patient to clinician ratio and clinician 
burnout and job dissatisfaction.
In contrast, Jippes et al. (2012) commented that working under a high caseload 
can be seen as a learning opportunity. Nevertheless, it is believed that a 
balanced caseload is necessary to minimise medical error ratios due to 
clinicians' physical and/or psychological fatigue (WHO, 2009; Barker & 
Nussbaum, 2011). In the current study, clinicians linked this problem with the 
shortage of staff compared with the total number of patients, suggesting that 
there was a need to increase the number of staff with expertise in sub­
specialisms;
“In the hospital we only have ten or twenty specialists, and the number 
of patients is in the hundreds or thousands. How can we cope with this 
problem? The best thing is to increase the number of staff with sub­
specialities,” (Physiotherapist, CN4).
“Because of the number of patients compared to the hospital capacity, 
many patients that need surgery and hospitalisation and further care -  
we cannot admit them; we cannot provide our services to them. In this 
aspect we still have a shortage,” (Orthopaedic clinician, CN2).
Furthermore, the organisation of healthcare service access and/or the 
systématisation of standards across current healthcare settings were also 
indicated as contributory factors in the high caseload experienced by 
clinicians. In this regard, clinicians reported the need for more systématisation 
in hospital services. This was related to the hospital admissions procedure 
and the organisation of clinic appointments. For instance, an orthopaedic 
clinician elaborated:
“Most importantiy, what we have seen is that for example ... forty 
patients are booked; they are general bookings and are seen in the
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clinic, and forty-five patients who are not booked come and they are 
a/so seen, so there is always overloading, and those who don’t need 
urgent services are getting urgent services, and those who need them 
are not getting them, so we need more systématisation here ... 
sometimes patients need admission, they are really sick but we don’t 
have beds, and some patients are not as sick but they have very good 
connections so they wiil be admitted easiiy,” (Orthopaedic clinician, 
CN1).
This clinician referred to a cultural practice (i.e. wasta® )^, which may be seen 
as corruption since it grants favours for people with influential connections 
working in the hospital. This practice can affect those without connections, 
causing delays that may last for months. A physiotherapist reported that 
patients have to deal with delayed appointments:
“Appointments are a iittie bit poor for patients who come to the 
hospitai, ” (Physiotherapist, CN9).
Such cultural practices exacerbate the lack of systemisation experienced in 
the hospital admissions procedure and the organisation of clinic 
appointments. Cunningham and Sarayrah (1993) described wasta as a 
hidden force in Middle Eastern society. One who is said to have wasta ‘can 
jump the queue’ when getting public services while those without wasta will 
struggle through the normal organisational process (Barnett et al., 2013, p. 2). 
Further discussion of the concept of wasta is presented in chapter 5.
Lastly, it should be noted that clinicians also highlighted the fact the there is 
an increasing number of patients from rural areas coming to the hospital to 
seek treatment. This is because of the lack of medical facilities and competent 
medical services in other areas. The following statement illustrates this:
“There are a lot of patients coming from outside the city, and if you iook 
at those areas, remote areas, there are no good medicai faciiities 
avaiiable in those areas. Patients are realty suffering so we need to 
work on ail those aspects,” (Orthopaedic ciinician, CN2).
The use of social connections to gain benefits and/or resources that would not be offered otherwise 
(Mohamed & Hamdy, 2008).
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A physiotherapist expressed his lack of trust in the medical services in rural 
areas, because he had witnessed a number of cases where patients’ 
conditions got worse after they were referred for follow up:
“Another problem is that those patients who come from outside Riyadh 
to have surgery, when they go back to their own cities they face some 
difficuities. The ciinics there, instead of heiping the patients, they 
actuaily destroy the operation; not only a few, but we have seen maybe 
ten or twenty patients, ” (Physiotherapist, CN4).
The problem of high caseloads in government hospitals in urban areas has been 
identified by other published reports. For example, in 2006 the Country 
Cooperation Strategy report compiled for the WHO indicated that one of the 
challenges of the Saudi healthcare system is that the concentration in urban 
areas resulted in “a disproportionate distribution of health personnel within Saudi 
Arabia” (WHO, 2006, p.28).
Clearly, there is an imbalance between the demand for healthcare services 
and the actual hospital supply. Factors contributing to this imbalance were 
related to staff numbers, lack of competent medical facilities in rural areas, as 
well as cultural practices (i.e. wasta).
4.5.4 Risky behaviours
Risky behaviours are characterised by patients’ apparent negligence in 
relation to health and safety awareness. In relation to this, clinicians described 
their frustration with the behaviour of some patients, who abrogated their 
personal responsibility for their own health and did not consider health and 
safety awareness during their daily living activities. This was indicated to be 
one of the possible factors leading to traumatic injuries or further health 
complications. For instance, a psychologist commented:
"... comply with instructions is a struggle with some patients’; 
sometimes they don’t foliow instructions; we try to taik to the famiiy 
sometimes in an attempt to change the patient attitude but the probiem 
is if the famiiy agree about the patient’s behaviour (laughs),” 
(Psychologist, CN7).
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A physiotherapist stated that one of his patients injured his knee repeatedly 
due to his negligence of health and safety information provided to him:
“Well, some of them are careless, I can say careless. Why? We have 
patients with injured knees; they had reconstruction surgery for the 
ligaments; after a few months we advise them not to go back to sport 
immediateiy, but what do they do? They don’t listen to us and they 
play. You would not believe it; I have one guy, he has had three 
operations on one knee’s ligaments, the same ligaments. Whatever we 
advise him he doesn’t iisten to us; sometimes patients do what they 
want. So these are the main things, the main issues we are facing 
nowadays, and this doesn’t only concern a few -  no, a lot of them,” 
(Physiotherapist, CN4).
From the previous quote it can be seen that although the physiotherapist 
instructed his patient to avoid playing football during his recovery period, even 
though the patient himself knew about the consequences of ignoring this 
health and safety advice (i.e. because of his repeated injuries) the patient 
continued with his risky behaviour.
Risky behaviour was found in the patients’ accounts in the form of passive 
behaviour and/or helplessness, which was influenced by cultural norms and 
religious beliefs during the pre-trajectory®^ phase in section 4.4.1.1.
Another form of risky behaviour identified was using herbal®® remedies against 
or without medical advice. In this regard a nurse commented:
“...the famiiy bring with them some mixed herbal ingredients, and give it 
to the patients’, ... sometimes the visitors themselves bring herbal stuff 
for the patients to take,” (Nurse, CN12).
Using herbal remedies for treatment purposes is widely practiced in Saudi 
Arabia, and is a practice with cultural and religious origins (Al-Awamy, 2001; 
Al-Saeedi et ai., 2003; Alkharfy, 2010). In a study by Al-Saeedi et al. (2003) 
which looked at patterns of belief and the use of traditional remedies in a city
A consideration of the possible risk factors and/or lifestyle behaviours that may be instrumental in the 
occurrence of the traumatic injury.
^  “A product prepared for therapeutic and/or prophyiactic use, the active ingredients of which are of 
plant origin” (Zhang, 1998, p.9).
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in Saudi Arabia (Mecca), the results revealed that out of the total sample 
(1,039), 15.6% of the patients believed that using traditional herbal remedies 
was safe and effective. A further 25.8% were of the opinion that traditional 
remedies might be beneficial, while 30.1% of the total sample actually used 
traditional remedies.
Several examples have been presented with regard to the interaction between 
pharmaceutical products and herbal remedies. The effect of such interaction 
may be to antagonise or potentiate pharmaceutical medication metabolism or 
absorption, the patient’s metabolism, or cause other side effects such as 
hypersensitivity (Brinker, 1997; Cupp, 1999; Blumenthal, 2000; Elvin-Lewis, 
2001).
Studies have shown that the use of herbal remedies in Saudi Arabia is not 
affected by an individual’s age or level of education (Al-Saeedi et al., 2003). 
For instance, Alkharfy (2010) found that 53% of a randomly sampled group of 
pharmacists in Riyadh were positive towards using herbal remedies, 
suggesting that they are effective or very effective. However, Al-Awamy 
(2001) revealed a lack of existing literature on the components and the health 
hazards of traditional herbal remedies, as well as the lack of health education 
programmes to increase public awareness regarding the use of traditional 
remedies in Saudi Arabia.
The previous studies confirm the clinicians’ perspectives reported in the 
current study. In this respect, a nurse reported that some patients were 
convinced that using traditional healing methods would ease and help their 
recovery process:
"... some patients, we ask them to protect their wound and not to 
expose it to water or dirt ...to carefuily iook after it. But some patients 
use traditional healing modalities and herbs which, in some cases, iead 
to further compiications and infections; some herbs have pesticides ... 
but they are convinced that they are heipfui, not recognising the danger 
ofit,” (Nurse,CN5).
153
A similar view was also expressed by an orthopaedic clinician, who described 
the risks of using herbal remedies without supervision, as some herbal 
remedy components might interact with other pharmaceutical medications:
"... the practices here might endanger patients’ heaith ... some of them 
are on medication, antibiotics or whatever, and they use some 
traditional medication which a/so couid have some of the components 
of the antibiotic, which means they are having an overdose or poisons; 
it might even interfere with i t ... they do it without consuiting the doctor; 
it is very dangerous,” (Orthopaedic clinician, CN6).
Understanding patients’ behaviour within the socio-cultural context is one of 
the important factors in addressing behavioural change effectively (Coreil et 
al., 1985). In the current study all clinicians who commented on patients’ risk- 
taking behaviours were from non-Arab countries, and therefore it could be 
argued that non-Arabic speaker clinicians might not have the same level of 
cultural values and knowledge about the ways and health practices of Arab 
patients. In addition, language barriers (e.g. between English-speaking 
clinicians and non-English speaking patients) might also contribute to the 
reason why clinicians failed to address behavioural change effectively. 
Language barriers between clinicians and patients were also reported by non- 
Arabic speaker clinicians. In this regard, an orthopaedic clinician commented:
“They could arrange some language programmes for a l l ... it shouid be 
mandatory I think; mandatory ianguage programmes for aii the non- 
Arab employees in the hospitai, because 95% of the popuiation here 
they cannot speak English, so if you don’t know Arabic and the patient 
does not know Engiish you are stuck; you cannot get information,” 
(Orthopedic clinician, CN1).
Understanding cultural practices and values seems to be an important aspect 
when delivering healthcare services in Saudi Arabia.
4.5.5 Public awareness of available rehabilitation and supportive 
services
Public awareness was found to be related to patients’ knowledge and 
understanding about the nature and value of some of the healthcare services
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provided, specifically the rehabilitation and supportive professions such as 
physical therapy, occupational therapy, and psychological and social services. 
In this regard clinicians reported that patients’ lack of knowledge and 
understanding of the nature of the service and the assistance available is a 
challenge when delivering care:
“What we face in physical therapy here is the peopie’s cuiture; they 
don’t know what physical therapy is and what its importance is. I 
consider physical therapy to be the third corner of the triangle after the 
physician and the surgeon ... They call us the department of massage 
-  where is the masseuse, or where is the coach? So we stiil have a 
lack of awareness in regard to what physical therapy is or what its 
importance is,” (Physiotherapist, CN9).
A social worker indicated that her patients’ lack of understanding of her role 
and the support that she can offer is a barrier for her in providing services:
“Their understanding about social services is that we are banking 
services. We are not banking services and we are trying to change this 
concept in patients,” (Social worker, CN8).
She went on to add:
“This is causing me psychoiogical stress. My role is much more than 
this, but I can’t force people to use a service that they are not 
interested in. We try to change their understanding, but if they have no 
acceptance or understanding of the concept of social services there is 
no other way,” (Social worker, CN8).
Misinterpreting the value of rehabilitation and supportive services in Saudi 
Arabia has been attributed to societal-specific influences, which give a 
hierarchal value for clinicians from surgical specialities, with less importance 
to clinicians from other specialities:
“We are talking here about a cultural understanding that needs to changed; 
the cultural understanding that emphasises the role of physicians more than 
other speciaiities, ... so we stiii need to increase peopie’s awareness 
regarding other heaithcare services, their benefits and what they provide, ... 
i mean what sort of services and how to get the maximum benefit from 
them,” (Occupationaitherapist, CN3).
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The challenges reported by clinicians from rehabilitation and supportive 
services seem to go beyond patients’ knowledge and understanding. The 
findings showed that clinicians felt that their services are not properly valued 
within the healthcare system and the establishment. This was demonstrated 
by all clinicians who participated in this study from the rehabilitation and 
supportive services, who stated that there was limited administrative support 
as well as inadequate resources such as a lack of clinics, insufficient budget, 
not enough staff and a lack of education and training courses. In this respect, 
a social worker reported that to date social workers have had no clinics in the 
hospital, rather they meet patients’ in their offices or their colleagues’ offices 
as some social worker employees have no offices of their own:
“We have some administrative hurdles. If you have an employee and you 
want him to produce a professionai service, you must provide him with a 
good environment to work in. For us, we don’t have ciinics; some don’t 
have offices; sometimes we experience difficulties in cooperation from 
administration. You couid say that we are constrained a bit. We already 
requested more staff, and to have a budget that is specificaiiy designated 
for social services rather than depending on the ministry or charitable 
organisations,” (Social worker, CN8).
A physiotherapist stated that they have only one gym in the hospital which can 
only be used during particular times of the day, due to gender segregation in 
Saudi Arabian society. In Saudi Arabia, there is complete gender segregation in 
all walks of life, which includes schools, universities, banks and other public 
places (Rahmaan etal., 1990). Gender segregation in Saudi is based on Islamic 
moral and ethical values (Mebrouk, 2008). In this regard the clinician 
commented that because they have only one gym, males can only use it in the 
morning session and females in the afternoon, or vice versa:
“It would be much better If males had their own gym and femaies had 
their own gym; we need more resources,” (Physiotherapist, CN9).
An occupational therapist voiced the need for more materialistic resources to 
support her department:
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‘We need to reinforce the occupationai therapy with financiai resources to 
be more up to date with the latest developments in 07 ,” (Occupationai 
therapist, CN3).
Furthermore, support for rehabilitation and supportive services by continuing 
education, training and development was also found to be limited. For example, 
an occupational therapist who was trained overseas stated that since she began 
her career she had not received any further training; as she remarked, ‘there are 
no training courses’ (Occupational therapist, CN3).
Similarly a nurse stated that although they are required to attend licensing 
examinations for the Saudi Commission for Health Specialties on a regular 
basis, there are a lack of education and training courses:
7 was studying last week for my license examinations as it is due to 
expire ... but apart from some seminars and conferences conducted at 
the hospital, there aren’t many opportunities for specialised training for 
the employees,” (Nurse, CN12).
However, it is noteworthy that according to the Saudi Commission for Health 
Specialties guidebook (2014), one of the requirements for health practitioners 
re-registering with the Saudi Commission for Health Specialties is to provide 
verified evidence of on-going professional development for a certain number of 
hours (this differs according to professional rank and years of experience) 
(SCFHS, 2014). This includes attending lectures, presentations, conferences, 
workshops, or other healthcare related activities. Thus, from the current study 
findings, it could be suggested that the available continuing professional 
development programme does not meet clinician's professional needs.
Issues related to job dissatisfaction, value or respect in Saudi Arabia for 
professions associated with rehabilitation and supportive services have been 
also reported in other studies. Albrithen and Yalli (2013), who sampled a total of 
231 social workers working in state hospitals in Saudi Arabia, found that some 
of the study participants reported their dissatisfaction with job-related matters. 
This included their dissatisfaction with the management system and support, a 
lack of organisational resources, limited opportunities for training development.
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and ineffective support from their departments (i.e. direct supervisors). These 
factors all inhibit good practice.
Kennedy (2008) reported that improved recognition of rehabilitation and 
supportive services providers in the healthcare sector is evidence of a holistic 
healthcare approach, showing that specialities other than the traditional 
medicine and nursing disciplines have much to offer.
4.5.6 Patient coping after injury
Clinicians described different positive and negative factors that influenced 
patients' coping and adjustment after injury. First, clinicians generally 
expressed the view that information such as, prognosis of injury, treatment 
methods and programme, chances of recovery and possible complications 
were the most important information that patients needed to know in order for 
them to cope with their injuries. In this regard, clinicians stated:
“Prognosis: is he going to be cured or wiil the effect of the injury remain 
for the rest of his life? Are there any other treatment options?,” 
(Psychologist, CN7).
“One thing is that we shouid explain to them in dear detail what injury 
they have, and what the prognosis wiil be, the possible prognosis ... 
the time that they will take for full recovery ... the chances of recovery, 
and at the same time what compiications can happen in the future,” 
(Orthopaedic clinician, ON2).
In contrast, some clinicians had conflicting opinions regarding the delivery of 
such information to patients. That is, orthopaedic clinicians reported that they 
addressed this information with almost all patients. However, clinicians from 
other specialities, such as psychiatrists and occupational therapists, had 
different opinions, reporting that most patients who were referred to them were 
unaware of much of the information they needed in order to help them cope with 
their injury. This can be seen in the following quote:
“The important thing that they shouid know about is their prognosis. 
They should know what their future pian is, what is going to happen to 
them, are they going to be recovered totaiiy, or be deformed to some
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extent, scarred or whatever. I think it is very important to inform the 
patients about their prognosis, because it is one of the things that 
worries them, and aiways leads them to be anxious ... The procedure 
itseif is one of the things that patients here are suffering from; the picture 
is not a hundred percent clear for them. They explain what they are 
going to do, okay, but what is next, what are you going to do next? They 
don’t know; mostiy they don’t know the steps; they don’t know the 
approach that they will use. They don’t know the approach or the 
prognosis, or the alternatives they have. If these things are 
acknowledged it will help the patients to cope with the probiem, and they 
wiil be very relieved, ” (Psychiatrist, CN10).
Second, patients’ religious beliefs were also reported to influence positively 
their coping and adjustment after injury:
“Musiim communities are different; they believe in fate and destiny, and 
this is very important and heips the patient in coping and accepting 
their injury, and by accepting the fate destined for you, by Aliah’s wili, 
you will be rewarded for that,” (Orthopaedic clinician, CN6).
Al-Yousefi (2012) conducted a study to explore Muslim clinicians’ beliefs 
regarding religion and medicine in Saudi Arabia. The study showed that out of 
225 clinicians, 87% believed that religious beliefs help patients to cope after 
illness, and 91% indicated that religion has a positive influence on patients’ 
health. The agreement between the findings from the current study and other 
studies in the literature emphasises the key role that religion plays in patients’ 
experience after injury in Saudi Arabia. Additionally, giving patients hope of 
recovery is crucial to help patients cope better after injury:
“Patients accept and cope with the injury as long as you give them 
hope. If you give them hope -  for example, after two or three months 
you will walk on your leg -  they will accept and cope with it. This is the 
ruie, but of course there are exceptions, but most of them they accept it 
and cope with it, but the probiem is when you say that your injury wili 
lead to a disability,” (Orthopaedic clinician, ON6).
Furthermore, experiencing psychological trauma was one of the reported 
factors to influence patients’ coping negatively. In this regard, clinicians 
believed that psychological trauma was a dominant issue which patients have 
to deal with after emergency surgical intervention. Clinicians associated
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patients’ psychological trauma to their lack of psychological preparedness for 
such a stressful event (i.e. surgery);
“... will be very traumatised; for example he had an accident and 
suddenly found himself in the hospitai; it is very traumatising, very 
traumatising ... because it happened to them forcibly; it wasn’t their 
choice, ... it is more traumatising for emergency patients,” (Psychiatrist, 
CN10).
In contrast to the previous findings, from an orthopaedic clinicians’ 
perspective, although the psychological impact of injury was acknowledged, 
referring post-traumatic injury patients to psychology or psychiatric services 
was not seen as an integral part of the care pathway. For instance, an 
orthopaedic clinician stated:
“Because patients has to be away from their Jobs and their education 
...o r from social activities ... it is at least for six weeks or two months 
or maybe more, so they wiil be cut off from those activities ... causing 
some psychological effects on the patients,” (Orthopedic physician, 
CN1).
Yet, having patients with psychological problems or the need to contact 
psychiatrists after an injury was described as a rare occurrence:
“Very rare that we contact the psychiatrist,” (Orthopaedic clinician, 
CN2).
“Typically patients’ are seen by the physical therapy staff after surgery 
until ready for discharge,” (Orthopaedic ciinician, ON6).
One psychiatrist suggested that problems with referring patients to the 
psychology or psychiatric department have a number of explanations. First, 
there is inadequate knowledge among some clinicians from other specialities 
about ‘psychological illnesses’, ‘psychiatric interventions’ or ‘psychological 
assessments’. In this regard, he elaborated:
“Not aii of them are referred to us, and in our department we wait for 
referrals; we can’t go and intrude and see, for example, trauma cases 
without them being referred to us. So, this is one of the hurdles. Also, 
the physicians’ inadequate knowledge about psychological illnesses is
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also a hurdle for us. They think that it is delirium and it’s a normal thing; 
anyone in the patient’s situation would have developed it, and this is 
not true. So, inadequate knowledge from other specialities about the 
importance of psychiatric interventions or psychoiogicai assessment is 
a hurdle for us,” (Psychiatrist, CN10).
In line with previous findings, Paterson and Burke (1995) reported that surgeons 
are less well trained in identifying or managing psychological consequences 
after a limb injury, and tend to focus on their speciality in technical terms, which 
could explain the contradictory findings between the clinician and patient groups 
obtained in the current study.
The second reason is related to patients’ lack of awareness of developing 
secondary psychiatric disorders. In this regard he commented:
“Those who develop a psychiatric disorder secondary to something are 
usually not aware of what’s happening. Most of them think, I had an 
accident and I developed a deformity; it is normal to be depressed or to 
develop depression. They don’t recognise that they are developing a 
psychiatric disorder related to whatever; they don’t know that they have 
developed post-traumatic stress disorder for example, or depression 
secondary to the incident,” (Psychiatrist, CN10).
The stigma of psychology or admitting to poor psychological or mental health 
in Saudi Arabia was reported to be a challenge for psychology and psychiatry 
clinicians in particular. A psychologist described the challenges she 
experienced:
"... the stigma attached to psychology is a problematic issue for us; not 
everyone will accept it, I mean neither to open up and talk nor to deal 
with someone specialised in psychology or heaith psychology ... 
though there is a slight change; however, it is still a problem for us, ” 
(Psychologist, CN7).
Finally, social consequences after injury such as financial difficulties or social 
withdrawal were also indicated to influence patients’ coping negatively. This is 
evident in the following quotation:
7 have seen many patients here, ... with social problems -  they have 
social issues. So we need good social workers to solve these
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problems, because this really matters for many patients,” (Orthopaedic 
clinician, CN2).
Social problems after injuries have been reported to persist even after one 
year post-injury (Mayou & Bryant, 2003). However, although clinicians 
acknowledged this difficulty, particularly orthopaedic clinicians, they did not 
indicate that they considered social matters to be a part of their treatment 
regimen, and neither do they regard social work as a service that they 
collaborate with. In fact, a clinician stated that they do not interfere with 
matters concerning patients unless the patient him- or herself expresses a 
need. In this regard she commented:
“No, if the patient doesn’t say anything or state his needs we don’t 
interfere. If the patient said something, okay, but otherwise we don’t 
interfere with his affairs; we concentrate on the particuiar things that he or 
she mentions. If his concern is the injury, then we focus on the injury. If he 
said. Sister, I need a wheelchair, then we try to provide it. He is the one 
who has to ask,” (Nurse, CN5).
Experiencing on-going psychological and social consequences after injury was 
found in the patients’ accounts. This was reported in the unstable phase, which 
is characterised by deterioration or ongoing difficulties of the illness trajectory 
(section 4.4.5). Yet, Albishi (2004) reported that nurses working in Saudi Arabia 
indicated that, in practice, the healthcare services provided are not 
accompanied with a holistic healthcare approach, which focuses on patients’ 
mental, psychological, spiritual and social needs. Rather optimum medical care 
is provided without consideration of other factors that might enhance the 
patients’ recovery. This confirms the findings obtained in the current study. 
Although clinicians (mainly orthopaedic) mentioned the psychosocial aspects of 
the injury, they did not reflect on incorporating these aspects during service 
delivery. Nor did they consider the psychosocial aspects as a service they 
collaborate with (in a regular basis) in order to provide support to patients with 
injuries. For example, an orthopaedic clinician reported that they typically 
collaborate with services, such as nursing, radiology, laboratory, emergency 
paramedics, anaesthesiologists, plaster technicians and administrative staff. 
This is exemplified in the following quotation:
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“The ED team, because they are the ones to receive patients, the 
administrative staff, the ones who coordinate the appointments, pius the 
nursing staff ... the radiology department, the laboratory department, all 
the services that the patient needs. It is cailed supportive services,” 
(Orthopaedic ciinician, ON6).
In conclusion, clinicians identified different positive and negative factors that 
influence patients' coping after injury. This includes the provision of information, 
religious beliefs, hope of recovery, psychological trauma and patients’ social life. 
However it is not clear from the findings how clinicians addressed these factors 
in their delivery of care. The following is a summary of the findings from 
clinicians illustrated in this chapter.
4.5.7 Summary
In emergency settings, the admission process was based on a referral 
system, particularly from the emergency department trauma team to 
physicians from the targeted speciality. This process was criticised for its long 
chain of referrals, which in turn limited the time physicians had with patients’ 
(i.e. time between seeing the patients and intervening).
The role of communicating with and preparing patients undergoing emergency 
surgery was mainly found to be part of the responsibilities of clinicians from 
surgical specialities (e.g. orthopaedic physicians). Clinicians from other 
specialities, including nurses, described limited or no role during the stages of 
the admission process in emergency settings.
During the follow-up process, orthopaedic clinicians in particular highlighted a 
gap in the service provision, which is the lack of continuity of patients’ 
appointments with the same healthcare provider. This was attributed to the 
fact that emergency surgical patients ‘need to be seen regularly’. The use of 
rehabilitation and supportive services was strictly limited to referral only from 
clinicians from surgical specialities. However, clinicians from other healthcare 
disciplines felt an imbalance of power in this policy. Furthermore, 
communication and collaboration between healthcare services was also a
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challenge for some clinicians particularly between the department in which the 
patient was admitted and other hospital services.
Other issues, such as working with a high patient load, shortcomings in the 
systématisation in hospital services including hospital admissions and the 
organisation of clinic appointments, and lack of medical facilities and 
competent medical services in rural areas, were considered by clinicians to 
influence negatively the provision of healthcare services in Saudi Arabia.
Finally, when delivering healthcare services clinicians mentioned a number of 
challenges; these were related to the stigma of psychology in Saudi Arabia, 
lack of public awareness of the nature of the service and the assistance 
available, and patients’ risky behaviours such as using unsupervised 
traditional medicine, or lack of compliance with healthcare advice.
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Chapter 5: Discussion
5.1 Introduction
The main findings related to the study research questions are discussed in 
this chapter. A summary of the main findings is presented first, followed by a 
discussion of these findings in light of the relevant literature. Then, 
implications of the recruitment strategy, the research strengths and limitations 
are presented, as well as a discussion of the possible sources of bias and 
how these may impact on the study findings. Finally, the implications of the 
study for policy, professional practice and future research are outlined.
5.2 Summary of main findings
The aim of the study was to a) explore patients’ experiences of Saudi Arabian 
healthcare services relating to emergency lower limb surgery and their 
recovery, and b) to explore clinicians’ perceptions in the planning and delivery 
of care in emergency settings and their experiences in dealing with lower limb 
injured patients. To respond to the limited number of qualitative studies in the 
area of traumatic injury in the literature in general and in the Middle East in 
particular, the following research questions have been addressed in this 
study:
1. How do patients experience healthcare following a traumatic injury that 
necessitates emergency lower limb surgery?
2. What is the nature of patients’ journeys of recovery, including barriers and 
facilitators, after traumatic injury that necessitates emergency lower limb 
surgery?
3. How do healthcare professionals from different professional backgrounds 
plan and deliver care to patients undergoing emergency lower limb surgery 
and what are their experiences of treating this patient group?
The findings from the study showed that after arriving in the emergency 
department, many patients reported that they did not receive adequate
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emotional support. This was related to delays in receiving emergency 
services.
Patient involvement in making decisions regarding their treatment, as well as 
pre-treatment preparation (i.e. before surgery), was found to be limited. 
However, healthcare professionals, particularly orthopaedic clinicians, argued 
that the multiplicity of people seeing patients and the long chain of referrals in 
emergency settings caused delays in the time taken for patients to reach the 
surgeon. This process was criticised by clinicians, since by the time the 
surgeon got to see the patient there was only a limited amount of time left to 
admit them for surgery.
Furthermore, in the patients' accounts, Islamic beliefs and cultural practices 
were found to have a significant influence on patients' experiences after 
injury. Patients expressed an utter submission to Allah’s decree and the belief 
that what had happened was meant to be and was destined, which was 
associated with passive behaviour and/or helplessness. However, for some 
healthcare professionals, such behaviours were interpreted as negligent in 
relation to health and safety awareness.
Finally, healthcare professionals from rehabilitation and supportive services 
reported a number of barriers that influenced their delivery of care. These 
obstacles ranged from societal understanding of the nature and role of these 
services, cultural norms and practices, communication and collaboration 
between healthcare services, and the perceived value of these services 
within the healthcare system and the establishment.
The main findings presented in this section are discussed next in relation to 
the published literature under the following themes: management of trauma 
patients in emergency settings, cultural and religious practices, and the role 
of inter-professional care during patients’ recovery and rehabilitation.
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5.3 Management of trauma patients in emergency settings
Experiencing a traumatic injury can be a very stressful life event (Ayers, 
2007). Injuries that necessitate a visit to the emergency department imply an 
urgent threat to wellbeing (Hawley, 2000). The management of trauma 
patients in emergency settings from the patients’ and clinicians’ perspectives 
are considered here, in relation to: 1) managing the emotional impact of injury 
and 2) patient empowerment.
5.3.1 Managing the emotional impact of injury
Besides the physical distress of the trauma, patients may also experience 
shock, fear, vulnerability and helplessness (Carlson & Dalenberg, 2000; 
Wiman et al., 2007). Added to this is the impact of being in an unexpected 
environment (i.e. a hospital), being cared for by strangers, the possibility of 
having to undergo an invasive procedure, and/or being unsupported by family 
(Hawley, 2000). Certainly, patients arriving at the emergency department can 
experience an overwhelming amount of negative feelings (Hawley, 2000).
In the same vein, the findings from the current study showed that patients 
with traumatic injuries experienced both physical and emotional vulnerability 
to varying degrees. In addition to physical pain, patients expressed different 
negative feelings after injury, such as anxiety, fear and nervousness. A study 
of patients from an intensive care unit (ICU) reported that vulnerability can be 
decreased when patients receive care according to their individual needs, 
when they are kept informed about what is occurring in the ICU and by the 
presence of their family (McKinley et al., 2002).
However, in the current study patients felt that they did not receive adequate 
emotional support from healthcare professionals during the trajectory onsef^ 
phase. Patients related their dissatisfaction with the support they experienced 
to delays in receiving healthcare services in the emergency department. The 
range of factors causing dissatisfaction included initial assessment, a lack of
The occurrence of the traumatic event, including signs and symptoms and the diagnostic period (Paul 
& Williams, 2009).
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availability of nurses and orthopaedic clinicians, uncertainty about their 
diagnosis and delays in surgical admission, as well as the absence of 
attention and/or reassurance from healthcare professionals.
A study by Hawley (2000) found that immediate and competent physical and 
technical care was one of the comforting strategies reported by emergency 
patients. The author further argues that promptness in delivering care to 
patients may be interpreted as indicative of the importance assigned to them. 
Similarly, Huggins et al. (1993) conducted a study to investigate emergency 
department patients’ perceptions about nursing care behaviour, and reported 
that technical aspects of care is accorded the greatest importance during care 
in the ED.
Hawley (2000) stated that nurses play a pivotal role in patients’ experiences 
in emergency departments, as they are often the first and sometimes the 
healthcare professionals in most contact with the patient. Many studies have 
shown that the efficiency of nurses’ comforting strategies, such as empathie 
talk, eye contact, touch, posture, immediate care, vigilance and information 
delivery, has a significant impact on patients’ experience (Jay, 1996; Proctor 
etal., 1996; Morse & Proctor, 1998; Hawley, 2000). Morse and Proctor (1998) 
reported that comforting behaviour helps patients to remain psychologically 
intact, and consequently decreases shock and physical stress and reduces 
the post-traumatic stress of resuscitation.
In the current study, clinicians from rehabilitation and supportive services 
described having no role at all during the admission process in emergency 
settings. Nurses only indicated a limited role in terms of interacting with this 
patient group. As discussed in chapter 4, nurses reported that their role 
depended on physicians’ instructions, which mainly concerned the physical 
and technical aspects of care. A pattern of poor verbal and non-verbal 
communication among emergency department nurses was observed in a 
study by Moore and Schwartz (1993). Similarly, Wiman and Wikblad (2004) 
also found that emergency department nurses showed poor communication
168
and embraced a wait-and-see®® attitude. Although the previous studies were 
carried out in a Western context (i.e. Sweden and United States), similar 
findings were reflected by nurses in the current study. Poor communication 
and a wait-and-see attitude are in contrast with caring theories, which 
emphasise establishing a relationship as a necessity element for good 
nursing (Halldorsdottir, 1990, 1991; Halldorsdottir & Karlsdottir, 1996).
As reported in the previous chapter, there is no national code of practice for 
nursing in Saudi Arabia (Zakari et al., 2010). In the present study nurses who 
were trained overseas felt that their job description was limited to some extent 
compared with their experience and training overseas, which generated some 
constraints in delivering their services. Similarly, a study by Attree (2005), 
conducted with 142 nurses from three National Health Service hospitals in the 
UK, found that nurses perceived a discrepancy between their professional 
expectation of control over their practice and the reality of how their work was 
governed. Gott and O’Brien (1990, p. 164) advocated the need to draw 
attention to the relations of power with respect to the nursing profession, and 
stated that nurses have:
“too little autonomy and too little authority to implement programmes against 
the wishes of other vested interests within their occupational environment”
In Saudi Arabia, hospital environments rely mainly on a nursing workforce 
that is largely made up of international expatriates (Zakari et al., 2010). Luna 
(1998) reported that the presence of a culturally diverse workforce in 
healthcare settings is an emerging global reality. This author also suggested 
that not only do expatriate nurses deliver care to culturally diverse clients, but 
the nurses themselves may come from different educational and cultural 
backgrounds. Mufti (2000, p. 37) commented on expatriate medical 
professionals working in Saudi Arabia, saying that “given the emphasis on 
primary health care and the customs and habits specific to Saudi society.
Waiting primarily for the physicians’ instructions.
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there is a need for individuals who understand both the language and the 
culture”.
Halligan (2006) aimed to describe the experience of non-Muslim nurses from 
different Western-Asian nationalities of caring in Saudi Arabia. The findings 
showed that nurses faced both personal and professional challenges when 
delivering care for patients of Islamic denomination. This was attributed to 
aspects related to family and kinship ties, and cultural and religious 
influences. The frequent presence of family and visitors was perceived as a 
nuisance. Other challenges were reported in relation to the influence of 
religion and culture. These include the need for patients to pray five times a 
day and the need to place patients to face the qibla®®, patients’ preference to 
have the same gender clinician, and communication with female patients in 
the presence of males as they are required to cover their faces. Almutairi and 
McCarthy (2012) published a review discussing issues such as the Saudi 
culture and historical background, family dynamics, and traditional practices 
and beliefs with the aim of helping expatriate nurses to better understand 
some of the Saudi cultural perspectives and practices. However, it has to be 
recognised that responsibility for expatriate adjustment also lies on the 
employing organisation.
The relationship between conflict and professionalism from a nurse’s 
perspective in Saudi Arabia has been examined by Zakari and his colleagues 
(2010). The findings showed that among nurses working in Saudi Arabia 
there was a low perception of their professionalism. This was attributed to a 
number of factors, such as the workplace, lack of control over resources, 
society and people’s views about the profession, nurses’ backgrounds and 
their personal interests. Al-Ahmadi (2009) argued that the low perception of 
the nursing role in Saudi Arabia is related to the lack of a professional climate 
that motivates ambition among nurses engendered by the culture of the 
organisation, as well as the limited opportunities available for nurses to 
improve their skills and competencies.
66 Direction of Mecca.
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Additionally, it has been suggested that working in a bureaucratic 
organisation may result in a decrease in professional autonomy, or in varying 
degrees of de-professionalisation (Armstrong & Armstrong, 2002; Zakari et 
al., 2010). A study by Nayeri and Negarandeh (2009) explored Iranian 
hospital nurses’ perceptions and found that both the nature and condition of 
nursing assignments and the hierarchy in the organisation negatively 
influenced nurses’ professional practice. Finally, researchers have argued 
that the absence of a career ladder for nursing in Saudi Arabia might be 
associated with a ‘sense of diminished perceived professionalism’ (Zakari et 
a/., 2010, p. 302).
Furthermore, although several patients felt that the emotional support from 
healthcare professionals during the trajectory phase was inadequate, positive 
experiences were also attributed to the availability of social connections. For 
example, a participant associated the availability of nurses after arriving at the 
emergency department and promptness in receiving healthcare services with 
so called 'wasta'.
Wasta®  ^is a form of nepotism and can be powerful and influential in easing 
the process of admission (Petmesidou & Papatheodorou, 2006). This is a 
well-known practice in the Middle East in almost all areas of society. Wasta 
can refer to either a person or the process (Inhorn, 2004). It comes about 
either by using intermediaries to make connections, or by knowing an 
individual who has the power to ‘make things happen’ (Inhorn, 2004, p. 
2,100).
In the context of the current study, wasta seems to alter patients’ experience, 
affecting aspects such as support in the form of timely service and the 
availability of healthcare professionals upon arrival in the ED. This was 
reflected in the experience of a patient with wasta who experienced a special 
arrangement which was in contrast to all the other patients’ experiences, 
giving her an advantage over others. Such cultural practice would constitute a
The use of social connections to gain benefits and/or resources that would not be offered otherwise 
(Mohamed & Hamdy, 2008).
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threat to the equity of the service provision, since those with no wasta would 
have less effective access to services compared with those with wasta. For 
instance, Shah et al. (1996) argue that people with wasta can facilitate their 
entry to the treating doctor’s office without the need for waiting. These 
authors also reported that, within a Kuwaiti context, appointments for doctors 
as well as surgeries can be dramatically accelerated for those with wasta.
TIaiss (2013) examined Middle Eastern women’s perceptions of barriers and 
enablers of women’s career advancement in the healthcare sector in 
Lebanon. The findings showed that competencies and qualifications were 
overshadowed by nepotism or the availability of wasta. The study participants 
blamed the spread of corruption in the healthcare sector because of 
sectarianism and wasta on the weak role of policy makers, the Ministry of 
Public Health and the absence of government control.
Wasta reflects the importance of tribal arrangements in Arab nations, which 
gives priority to family members and kinship over organisational systems 
(Branine & Analoui, 2006; ALHussan et al., 2014). Although wasta can be 
considered a form of corruption, researchers have argued that the continuity 
of wasta in the Arab world is due to weak organisational structures as well as 
intrinsic ties and strong family connections (Hutchings & Weir, 2006; 
ALHussan & AL-Husan, 2013; ALHussan et al., 2014). Clearly wasta is a 
cultural issue but it has been included in this section because it was reported 
to influence the management of trauma patients in emergency settings.
Why people continue to comply with wasta if they see it as a form of a 
corruption is a question that could be raised. In the Arab world those who do 
not engage in wasta may experience work-related consequences or even 
consequences on a personal level, such as tension among family members 
(Hutchings & Weir, 2006). Another reason could be related to the fact that 
wasta favours the rich, the well-educated and those who have power within 
organisations. Consequently, those with vested interests are more likely to 
ensure that wasta is maintained. However, in 2011 the government of Saudi 
Arabia indicated that it was ready to act against any form of corruption in all
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governmental sectors by establishing an Anti-Corruption Commission 
(Nazaha, 2012). Finally, studies in the literature looking at the impact of wasta 
in Saudi Arabia in general and within the healthcare sector in particular are 
limited.
5.3.2 Patient empowerment
Another important finding regarding patients' experiences of healthcare 
services in emergency settings relates to their involvement in making 
decisions regarding their treatment. After clinical assessment and evaluation, 
patients felt that they were disempowered by their orthopaedic clinicians 
regarding treatment decisions. More specifically, patients perceived that they 
had no involvement in their treatment decision-making.
In terms of previous findings, Curtis and Harrison (2001) found that clinicians 
unintentionally impose their beliefs and preferences on patients and may 
consequently disempower individuals. Coulter (1997) reported that there is 
considerable evidence that patients desire more involvement in treatment 
decisions and greater information. Enabling patients to access and discuss 
ranges of options, views and information in an unbiased context adds to the 
true meaning of empowerment (Christensen & Hewitt-Taylor, 2007). Altering 
clinicians’ attitudes, beliefs and ability to deliver unbiased information to 
improve patient empowerment may not be easily achieved. Researchers 
argue that medicine has a paternalistic culture (Tweedale, 2002). As 
discussed in chapter 4 (section 4.4.3.1), Jamjoom et al. (2011) investigated 
surgeons’ attitudes and found that Saudi Arabian surgeons in particular were 
more likely to embrace a paternalistic attitude, compared with the attitudes of 
similar groups of surgeons working in the United Kingdom. This could explain 
why patients in the current study felt disempowered over their treatment 
decision-making, since medical paternalism has been reported to be the main 
hindrance to patient empowerment (Christensen & Hewitt-Taylor, 2007).
Patients’ empowerment has been suggested to reduce patients’ anxiety, 
increase patients’ feelings of personal autonomy, encourage patients to take
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personal responsibility for their health, and make choices that suit the 
patients’ personal needs (Morris & Royle, 1988; Christensen & Hewitt-Taylor, 
2007). Gaining higher levels of control has been reported to elevate patients’ 
self-esteem, which in turn influences their overall sense of wellbeing (Gibson, 
1991; Christensen & Hewitt-Taylor, 2007).
Participation in health-related decisions is an essential prerequisite of 
empowerment (Kendall, 1993, 1998; Mitcheson & Cowley, 2003). However, 
the meaning of empowerment depends on the context and circumstances in 
question, as well as on the individuals’ preferences (Gibson, 1991; 
Christensen & Hewitt-Taylor, 2007). In the present study patients’ 
preferences ranged between an active role in decision-making (i.e. seeking a 
second opinion and deciding later), remaining passive (i.e. relying on 
clinicians to make the treatment decision, but still having the opportunity to 
discuss the treatment option chosen), and the desire for a shared decision­
making process (i.e. negotiation and mutual agreement about the treatment 
option chosen). Because the patients were all emergency cases who needed 
surgical intervention, it could be argued that giving them an active role could 
be a challenge due to the nature of their clinical condition.
Similar results were also found in a study by Beaver et al. (1996), which 
reported that the preferences of female patients with breast cancer ranged 
between a joint decision and an active role in regard to their treatment 
decision-making, while the majority wanted their clinicians to decide for them.
As discussed earlier, although there is evidence that empowering patients in 
terms of their involvement in decision-making may improve patients’ overall 
experience, some studies have also reported that time pressure and 
productivity can greatly limit the implementation of shared decision-making 
programmes (O’Connor et al., 1999; Holmes-Rovner et al., 2000; Edwards & 
Elwyn, 2004).
In fact, this may be supported by the findings from the present study. 
Surgeons indicated that in emergency settings, cases are referred relatively
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late in the admission process. The long chain of referrals and the fact that 
patients are assessed and evaluated first by the trauma team were reasons 
put forward by surgeons as the cause of this delay. The surgeons indicated 
that this delay in receiving cases limits the time that clinicians are able to 
spend with patients before surgery.
In Saudi Arabia, the emergency care system has been repeatedly criticised in 
the literature for its excessive delays and overcrowding (Tashkandy et al., 
2008; Elkum et al., 2011; Pines et al., 2011). Siddiqui and Ogbeide (2002) 
conducted a study to examine the utilisation of emergency services in a 
government hospital in Saudi Arabia. The authors found that inappropriate 
utilisation of services in the emergency department was a major problem in 
the Saudi community. This was described as misuse of emergency services 
because the majority of patients attended the ED with minor self-limiting 
complaints. In support of this finding, Rehmani and Norain (2007) found that 
nearly 60% of ED attenders at King Abdulaziz hospital had a primary care or 
non-urgent problem. Similar findings were also found among emergency 
service users in Kuwait (Shah et ai, 1996).
Alyasin and Douglas (2014) reported that the reasons for non-urgent 
presentation to the emergency department in Saudi Arabia were related to 
insufficient public awareness of the role of the emergency services, as well as 
a lack of access to primary healthcare facilities®®.
Improving the utilisation of emergency departments in Saudi Arabia has been 
the subject of research and debate (Qureshi et al., 1997; Bond, 2001; Al- 
Arabi & Al-Shimemen, 2003; Qureshi, 2010; Al-Both’hi et al., 2010). In 2010 
Qureshi conducted a review to evaluate the international literature on the use 
of a triage system in order to provide evidence-based data for the Saudi 
medical community. The aim of the review was to encourage national health 
decision makers to formalise the use of the triage system in emergency 
departments in general and specialised hospitals.
^  Refer to chapter 1 : section 1.3.
175
In modern medical care, triage plays an essential part since it is used to 
assign available resources to medical needs (FitzGerald et al., 2009). Such 
assignments become essential where there is an incongruity in time, 
interaction between professionals or location between the available resources 
and patients’ medical needs (FitzGerald et al., 2009). In emergency settings, 
the incongruity relates to the relative availability of resources and the 
timeliness of care. Thus, after patients’ arrival at the emergency department, 
they need to be assessed, evaluated, classified and prioritised according to 
the severity of their health condition; this process characterises the triage 
system (Qureshi, 2010; Elkum et al., 2011). The use of a triage system could 
support the findings from this study, as surgeons expressed their desire to be 
the first to assess and evaluate trauma patients when arriving at ED, rather 
than the primary physician.
Although there is no formal triage system in Saudi Arabia, the Ministry of 
Health (MOM) supports the triage policy. In fact, some of the MOM tertiary 
hospitals and non-MOH hospitals do use the Canadian Emergency 
Department Triage and Acuity Scale (CTAS) (Elkum et al., 2009; Qureshi, 
2010). Bond (2001) suggested that the application of the triage system upon 
patient arrival within the Saudi context could be a challenge. This was 
particularly raised as an issue for female patients, since triage nurses were 
worried that culture and religion both dictate that females remain completely 
covered with clothing (including their face). Therefore, visual cues and 
changes in their status before examination would be undetectable.
However, due to the lack of formal guidelines for the use and application of 
the triage system in Saudi hospitals, as well as the limited number of studies 
examining the validation of triage in the Saudi context, the transferability of 
the Western triage system remains questionable (AlJohani & Lyneham, 2008,
2009).
The next section discusses the findings obtained in relation to Saudi cultural 
and religious practices from the patients’ and clinicians’ perspectives.
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5.4 Cultural and religious practices
The Kingdom of Saudi Arabia has embraced the modern world in many walks 
of life but, at the same time, Saudi society has held onto its cultural, religious 
and traditional values (Mebrouk, 2008).
Islam, which implies surrender, submission and obedience to Allah, is the 
central religion of Saudi society, with the whole population being Muslim 
(Mebrouk, 2008). Allah says in his holy book that the life and hereafter of all 
creatures is in the hands of Allah:
“No one dies except by GOD’s leave, at a predetermined time” (Âli- 
'Imran, 3:145)
Alternatively, Islamic teaching also indicates that individuals are entirely 
accountable for their own health and welfare (Harandy et a/., 2010). Not 
looking after one’s health is regarded as a sinful act, since health is viewed as 
a gift from Allah which should be appreciated and valued (Harandy et al., 
2010; Sabry & Vohra, 2013). Being cautious in everyday life is one of the 
codes of behaviour in Islamic teaching:
“And cast not yourselves by your own hands into perdition: and do 
good (to others), for verily Allah loves the doers of good” (Al-Baqarah, 
2:195)
Religious beliefs have been reported to play a significant role in how 
individuals perceive their health and wellbeing, as well as in their health- 
related behaviours (Ellison & Levin, 1998; Gall et al., 2005; Franklin et al., 
2007). In the current study, the findings showed that the patients’ experience 
was influenced by their belief system. Patients expressed fatalistic views, 
believing that what had happened (i.e. their injury) was meant to be and was 
destined by Allah. In other words, they believed that their injury was 
unavoidable and out of their own control. Similarly, Abdoli et al. (2011) 
interviewed a sample of Iranian people with diabetes and found a belief that
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Allah’s will would prevail because Allah predetermined events, including 
illness, thus confirming findings from this study.
Believing that the outcome of a life event such as an injury is uncontrollable is 
a demonstration of the concept of an external locus of control, as suggested 
by Rotter (1966). This author argues that individuals’ views about causality 
can exhibit a dimension of locus of control, with individuals categorised as 
‘externals’ believing that they are not responsible for outcomes which 
occurred because of fate, chance or luck. In contrast, ‘internals’ tend to 
believe that outcomes occur based on their own actions (Rotter, 1966; 
Abramson & Seligman, 1978; Jones & Wuebker, 1993; Murray et al., 1997; 
Forcier et al., 2001; Henning et al., 2009).
Abimbola (1975, p. 34) commented on the positive impact of embracing 
fatalistic views:
“Shifting the responsibility for human failure or success largely from 
human beings, this concept frees them from any sense of guilt and 
dependency which usually causes psychological disturbances”
Patients’ fatalistic views in the present study were reflected in their passive 
behaviour and/or helplessness. These findings are supported by other studies 
where researchers debate whether a sense of fatalism or an external locus of 
control can lead to passive behaviour towards wellbeing as well as seeking 
health treatment (Powe et al., 2005; Powe & Finnie, 2003; Powe et al., 2006; 
Spurlock & Cullins, 2006; Weinmann et al., 2005).
In contrast to the previous findings, Harandy et al. (2010, p. 94) found that 
although Muslim breast cancer survivors strongly attributed their cancer to the 
will of Allah and believed that they could not change their faith, they were 
actively engaged with their medical treatment and were ‘far from passive’. 
Harandy and colleagues argue that the reason that their findings were 
inconsistent with other studies published in the literature was that fatalistic
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views differ between Muslim and Western societies. However, this argument 
contradicts the findings obtained in the current study.
The passive behaviour and/or helplessness found in the accounts of patients 
were associated with a feeling of moving away from personal responsibility 
for their actions or lack thereof, and not taking health and safety awareness 
into consideration during their daily living activity.
The findings however were supported by Kiani and Khodabakhsh’s (2013) 
study which examined the relationship between safety climate, fatalism and 
perceived helplessness among workers from Esfahan province in Iran. The 
findings showed a significant correlation between safety climate, fatalism and 
perceived helplessness (P<0.05). Similarly, Nordfjærn et al. (2014) looked at 
road traffic culture and personality traits related to traffic safety in Turkish and 
Iranian samples, with findings showing that fatalistic views were strong in 
both samples. Fatalism and optimism bias were put forward as possible 
contributors to an overall passivity with regard to safety. Kouabenan (1998) 
reported that beliefs and social practices such as religious rites, mysticism 
and sacrifice influence people’s perceptions of risk-averse and safe 
behaviours. Risk-taking behaviours were seen more in fatalistic individuals 
because their knowledge about risk awareness and accidents was limited, 
which consequently led to unrealistic estimates of the possibility of negative 
outcomes.
In contrast, the findings of the current study showed that some patients 
criticised cultural behaviours such as not putting health and safety awareness 
into action. Patients expressed their frustration and highlighted the danger of 
such behaviour. Williamson et al. (1997) looked at the development of a 
measure of safety environment in the workplace. The study found that 
fatalistic views seemed to be resistant to change due to life experience, since 
they did not differ between a group with accident experience and people with 
different perceptions of their work environment, suggesting that fatalism is 
more an enduring individual characteristic than a perception or an attitude
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towards safety climate. Franklin et al. (2007) found that religious fatalism is 
only partially predictive of health behaviours and outcomes.
Forjuoh and Li (1996, p. 1551) suggested that “the lack of knowledge about 
the causes of injury, along with the low level of education in many developing 
countries ... have resulted in people's adherence to the fatalistic theory of 
injury as acts of God”. Forjuoh and Li's statement could explain why patients 
in the current study differed in their attitude towards taking health and safety 
awareness into consideration; this is particularly salient because patients who 
criticised this type of behaviour had experienced living abroad, which was 
reflected in their differing views of the value of health and safety awareness 
and their greater sense of personal responsibility.
In the context of this discussion, healthcare professionals in the current study 
also expressed their frustration over the behaviour of some patients. 
Healthcare professionals were frustrated by the fact that some patients 
abrogated personal responsibility for their own health and neglected health 
and safety awareness during their daily living activities.
Healthcare systems are separate culturally constructed systems that are 
based on the social and cultural values of a society (Kleinman, 1980; 
Campinha-Bacote, 2002; Hyder & Morrow, 2005; Lovering, 2008). Obtaining 
cultural knowledge is an imperative factor in delivering care. Iwelunmor et al. 
(2014) stated that effective and sustainable public health interventions require 
an understanding of the cultural dynamics. Mebrouk (2008) described nurses’ 
perceptions of working in Saudi Arabia, characterising familiarity with society, 
culture and the Islamic religion as a taken-for-granted practice.
In the current study all healthcare professionals who commented on patients’ 
risk-taking behaviours were from non-Arab countries. Thus, it could be 
argued that the difference between the patients’ and the healthcare 
professionals’ backgrounds, cultural values, belief systems and language 
might have contributed to why health professionals failed to address 
behavioural change among their patients effectively.
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Knowledge about the target populations’ attitude and values concerning 
health, illness and the healthcare system can greatly influence the outcome of 
the interaction process between healthcare professionals and patients (Kreps 
& Thornton, 1992; Bornman, 2001; Bornman et al., 2007).
Dixey (1999, p. 204) suggested that the contemporary health promotion 
discourse is mainly ‘Western and secular’. This concurs with Al-Bannay et 
a/.’s (2013) argument that investigators in health promotion research are 
often from Western and high income countries, so that their lens of scientific 
enquiry might be influenced by their cultural biases and personal 
perspectives. Thus, recommended health promotion strategies may not sit 
easily with other cultural sensitivities (Dixey, 1999). The next section 
considers the stigma of psychological and psychiatric illness in the Arab 
world.
5.4.1 The stigma of psychological and psychiatric illness
In this study the stigma attached to mental and psychological problems in 
Saudi Arabia was challenge for healthcare professionals, specifically for 
psychologists and psychiatrists. This is in agreement with the patients’ 
accounts; a refusal to receive or seek formal psychological support was 
clearly expressed by patients. Associating psychological counselling with the 
social stigma of being crazy or having mental health problems was evident in 
the current study’s findings. Hamid and Furnham (2013, p.742) stated that 
“mental illness stigmatisation is a significant obstacle to the development of 
mental health care”.
As mentioned in chapter 4, the social stigma attached to psychological and 
mental problems in Arab countries is clear in the literature (Al-Krenawi & 
Graham, 2000; Becker et al., 2002; Jabbour et al., 2012). Coker (2006) 
conducted a study to determine local knowledge, attitudes and beliefs 
towards mental illness in Egypt. The findings showed the use of the word 
‘magnuun’ or crazy to describe an individual who might need treatment in a 
psychiatric hospital. Coker further suggested that psychiatric hospitals were
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not perceived as a place for cure or treatment; rather, they were seen as 
places for hopeless cases. A study by Eapen and Ghubash (2004) on help- 
seeking preferences and attitudes towards mental health problems in the 
United Arab Emirates showed that only 38% of surveyed participants (n=325) 
indicated that they would seek help from mental health services in the event 
of psychiatric problems developing in one of their family members. The 
reasons for the participants’ reluctance to seek formal help was attributed to 
the social stigma of mental illness and scepticism about the benefits of using 
mental health services.
It might be questioned why psychological or mental problems are stigmatised 
in Arab countries in general and in Saudi Arabia in particular. Abdullah and 
Brown (2011) describe the influential role of cultural values on stigma. People 
who seek psychological or psychiatric services are encouraged to discuss 
emotions and feelings, but as a part of Middle Eastern culture, people value 
concealing emotions (Abdullah & Brown, 2011). In addition, in Middle Eastern 
culture one is “constantly reminded of his or her responsibility for upholding 
the honour” of the family (Nydell, 2005, p. 72). It is essential for a family 
member to behave well at all times in order to make acceptable impressions 
on others (Nydell, 2002). People with mental illness have been perceived as 
being dangerous, cold-hearted, immature, pessimistic, and harmful and as 
having poor physical hygiene (Hamdan-Mansour & Wardam, 2009). Thus, 
admitting or seeking treatment for mental illness may be stigmatised 
(Abdullah & Brown, 2011).
In contrast to the previous studies, Febrega (1991) conducted a review of 
literature looking at psychiatric stigma in non-Western societies, and found 
that stigma is less prevalent in Islamic societies. However, the differences in 
cultural backgrounds, values, shared beliefs and norms in Islamic countries 
could explain the inconsistency between Febrega’s findings and previous 
studies presented in this section.
Furthermore, Arab Muslims are generally inclined to use informal sources of 
treatment that are more closely tied to Islamic beliefs and cultural values
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(Aloud, 2004). Studies have shown that religious healers are considered 
preferable to using psychiatry or psychology services (Okasha, 1999; Coker, 
2006; Hamid & Furnham, 2013). Al-Krenawi et al. (2000) found that 70% of 
nonpsychotic patients consulted religious healers. In the current study, 
seeking religious healers and using religious healing methods to overcome 
psychological difficulties was described by patients.
Religious healers primarily read Quranic verses over the patient’s head or 
forehead, together with breathing upon the patient (Al-Krenawi & Graham, 
2000; Al-Rawi & Fetters, 2012; Keshet & Popper-Giveon, 2013). Prayers may 
also be recited over water and/or food, which can be consumed later for 
healing purposes (Al-Rawi & Fetters, 2012). The healers might recommend 
drinking Zamzam®® water or might even prepare amulets which include 
phrases from the Quran (Keshet & Popper-Giveon, 2013).
Aloud (2004) found that among 281 participants, Arab Muslims’ 
interpretations of psychological and mental symptoms were driven by cultural, 
religious and traditional values. External factors, mostly Allah’s will and 
supernatural causes such as spirits (‘jinn’), magic (‘seher’) and the evil eye 
(‘aieen’), were thought to cause psychological or mental health problems. 
Aloud (2004) argued that the overutilisation of religious and traditional 
methods might be considered to be a possible barrier to Arab patients’ use of 
formal mental health services. In a qualitative study by Hussein and 
Cochrane, (2003) exploring the coping strategies used by Asian women 
suffering from depression, the findings showed that internal resources such 
as prayers as well as visiting traditional healers were used as a coping 
mechanism.
Finally, Raguram et al. (2004, p. 736) argue that stigma “is not just a feature 
of a particular disease or disability but is inevitably situated in a web of social
W ater from the sacred well located In the city of Mecca, the home of Allah (ALKhahr, 2002; 
AIKurtass, 2009).
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interactions that reflect the influence of cultural meanings”. This definition 
helps to situate the findings of the current study in the Saudi context.
Patients' experience with using rehabilitation and supportive services during 
their recovery, as well as healthcare professionals' perceptions of the 
provision of inter-professional care for patients with injuries, are discussed 
next.
5.5 The role of inter-professional care during patients’ recovery and 
rehabilitation
The sequelae of traumatic injuries go beyond the physical aspect of injury. 
Many reviews have suggested a high prevalence of psychological 
consequences post-injury (Blaszczynski et al., 1998; O’Donnell et al., 2008; 
Haagsma et al., 2011). The impact of traumatic injuries may last for weeks, 
months or even years, with the potential of causing personal, social, 
economic and/or job-related consequences (Feinstein & Dolan, 1991; Frutiger 
et ai, 1991; Mayou et al., 1993; Mackenzie et al., 1998; Michaels et al., 2000; 
Mason et al., 2002; Mayou & Bryant, 2003; Dell Orto & Power, 2007).
Inter-professional care (i.e. collaboration between healthcare services and 
between different healthcare professionals) is a common approach to reach 
desired outcomes in an efficient and effective manner across a multifaceted 
range of health care services (Kurtin, 1997; Martina et al., 2010). In the light 
of this study’s findings, the role of inter-professional care provided for 
traumatic injury patients is discussed next.
Rehabilitation is a complex, integrated and multidisciplinary process (Wade & 
de Jong, 2000). Beside the physical dimension of rehabilitation, psychosocial 
support during the early stage of rehabilitation after orthopaedic traumatic 
injuries has been documented in the literature (Ponzer et al., 2000; Clement 
et al., 2013). The current study showed that all the patients reported that, 
apart from orthopaedic services, the only healthcare service used during their 
recovery, if any, was physical therapy. Patients did not use, and nor had they
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been offered, any other rehabilitative or supportive services. This concurs 
with the findings obtained from the healthcare professionals, orthopaedic 
clinicians in particular, describing the referral of patients to psychological or 
psychiatric services as a rare occurrence. From the perspective of 
orthopaedic clinician’s, referral to psychological or psychiatric services was 
not seen as an integral part of the care pathway for post-traumatic injury that 
necessitates surgical intervention in Saudi Arabia.
This is supported by a study by Zatzick (2003), which argued that, although 
conditions such as PTSD, somatic amplification, depression and recurrent 
substance abuse are common after injury, it seems that few symptomatic 
patients receive mental evaluation or treatment. Similarly, Van Horn (2013) 
stated that there are a large number of injured patients who do not receive 
rehabilitation services.
Nirula et al. (2009) conducted a large retrospective cohort study where 
National Trauma Databank patients in the United States were analysed from 
2000 to 2004 to determine the inequity of rehabilitation services after 
traumatic injuries. The findings showed that among trauma patients 
(n=750,480) those with no insurance (53%) were less likely to be admitted to 
rehabilitation services. However, as discussed earlier in chapter 1, in Saudi 
Arabia public health services are free of charge as the government covers the 
total health service expenditure (Walston et al., 2008; Almalki et al., 2011). 
Thus, a direct comparison cannot be performed between the current study’s 
findings and those of Nirula and colleagues.
The fact that the utilisation of healthcare services was mainly limited to 
orthopaedic and physical therapy services can be attributed to a number of 
factors. As discussed in the preceding chapter, in Saudi Arabia the 
rehabilitation and supportive services are managed via a referral system that 
is only available from surgical clinicians. Healthcare professionals have 
highlighted that misinterpretations of the value and nature of rehabilitation 
and supportive services among healthcare users in Saudi Arabia has been 
one of the barriers to providing these services to patients after injury.
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A lack of awareness of the role and nature of rehabilitation and supportive 
services was also found in the accounts of patients. Among almost all 
patients, little was known about the availability of social services as well as 
what ‘social services’ are or what kind of services these professionals offer. 
Ostler et al. (2014) found that knowledge about rehabilitation services varied 
among patients after lower limb amputation, with some more accurate than 
others. A prospective study conducted on African patients admitted to a 
regional trauma centre in Ghana reported that patients’ lack of knowledge 
about rehabilitation services was not related to sex, age, literacy level or rural 
vs. urban dwelling (Christian et al., 2011). The authors suggested that the 
lack of knowledge found among African patients was the result of the 
absence of medical rehabilitation facilities in the region. However, in Saudi 
Arabia many medical rehabilitation centres have been commissioned, 
particularly around the beginning of the 21^ * century, such as Sultan Bin 
Abdulaziz Humanitarian City (AI Jadid, 2011).
Although the previous studies concur with the findings of the present study, a 
direct comparison cannot be made because the range of services included 
under the term ‘rehabilitation services’ may differ.
Furthermore, Zuma (2004) found that patients’ negative attitudes towards 
physical, psychosocial and vocational rehabilitation services were attributed 
to the lack of information provided regarding the importance of rehabilitation 
programmes. However, in the present study misunderstanding the value of 
rehabilitation and supportive services has been attributed to societal-specific 
influences. That is to say, in Saudi Arabia people tend to give a hierarchal 
value to healthcare professionals from surgical specialities, with less 
emphasis on healthcare professionals from other specialties such as 
rehabilitation and supportive services. To the best of the researcher’s 
knowledge this finding is novel, and if confirmed by other research it would 
certainly be of significant interest in the field of public health promotion 
practice in order to reinforce the provision of rehabilitation and supportive 
services.
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In clinical settings, communication and collaboration between healthcare 
services was a common challenge reported by healthcare professionals. This 
was particularly highlighted as an issue between the department in which the 
patient was admitted (i.e. clinicians from surgical specialities) and other 
hospital services (i.e. clinicians from non-surgical specialities).
Other studies have supported this finding, for example. Reeves and Lewin 
(2004) found that communication between doctors and nurses in general 
follows a particular pattern; that is, doctors approach nurses either to give an 
instruction or to communicate a specific piece of information, whereas nurses 
focused on information related to patient care and discharge readiness during 
their interaction with doctors. Similarly, comparative longitudinal case studies 
by Ferlie et al. (2005) examined innovation within multi-professional 
organisations such as acute healthcare settings and primary healthcare 
settings. Their findings showed that professional practice groups are 
commonly uni-disciplinary. That is, professional communities tend to work in 
silos, and typically ‘seal themselves off from other professional practice 
groups, defending jurisdictions and group identity (p. 129).
In the literature, there are an increasing number of studies highlighting the 
profound impact of communication and collaboration deficiencies between 
healthcare professionals on patient outcomes and the provision of healthcare, 
with consequences such as undermining the validity of clinical decisions 
(Rosenstein & O’Daniel, 2005; Zwarenstein & Reeves, 2006; Martin et al.,
2010). The findings of the current study agree with this point of view, as 
healthcare professionals reported various negative impacts of poor or missing 
communication and collaboration between hospital services, including 
discharging patients without medication prescriptions.
The problems related to collaboration or joint working relationships between 
healthcare professionals is well recognised, and has been a primary policy 
aim (Department of Health (UK), 1997, 2000; Caldwell & Atwal, 2003). Poor 
inter-professional relationships have been attributed to a number of different 
reasons. These are: interrupted or inept communication of patient healthcare
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information; a lack of adequate and explicit role and task definitions; 
insufficient time for teamwork building; the absence of clear leadership; and 
the ‘us-and-them’ influence of professional socialisation (Hughes, 1988; Opie, 
1997; Walby et al., 1994; Zwarenstein & Reeves, 2000, 2006; Rafferty & 
Aiken, 2001).
Issues such as the vertical management structure of each speciality and the 
power and status differentials between health professions have also been 
reported to impact on collaboration or joint working relationships between 
healthcare professionals (Hughes, 1988; Opie, 1997; Walby et al., 1994; 
Zwarenstein & Reeves, 2000, 2006; Rafferty & Aiken, 2001). These authors' 
findings support the findings obtained in the current study, since healthcare 
professionals, particularly clinicians from rehabilitation and supportive 
services, perceived that there was an imbalance of power between health 
professions in the healthcare system, mainly related to the referral system. 
Also, healthcare professionals argued that their services were not being 
valued within the healthcare system and the establishment. This was 
manifested in the perception of professionals that there was limited 
administrative support, inadequate resources, insufficient budget and staff, 
and a lack of education and training courses (see chapter 4: section 4.5.5).
Respect and reciprocity are the two cornerstones of social capital (Rafferty & 
Aiken, 2001). Social capital is defined as “features of social organisation, 
such as trust, norms and networks that can improve the efficiency of society 
by facilitating coordinated action" (Putnam, 1993, p. 167). Rafferty and Aiken 
(2001) suggested that in an organisational context, those who are rich in 
social capital benefit from less hierarchical structures and increased levels of 
trust among their workers. Although a strong correlation between teamwork 
and autonomy was found, further research would be needed to identify the 
concept of social capital and its practicality, and how it flow and operates 
within an organisation (Rafferty & Aiken, 2001). This may be supported by 
Stacey’s (1992) call for new professionalism in her study of the General 
Medical Council. As a lay member of the Council, which regulates the 
activities of the medical professions in the UK, Stacey suggests that clinicians
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need to recognise the contribution of other individuals, including patients, and 
they should adjust the notion of their sacrosanct autonomy and authority over 
allied health professions (Stacey, 1992; Jefferys, 1993; Rafferty & Aiken, 
2001). The findings from the present study can be supported by the previous 
argument, since healthcare professionals from different specialities 
perceived that hospital services tend to work in isolation, particularly between 
professions from a surgical speciality and those from non-surgical 
specialities.
However, the effectiveness of collaboration or joint working between health 
professions is still debatable due to the paucity and inconsistency of evidence 
(Zwarenstein & Reeves, 2000; Caldwell & Atwal, 2003; Martin et ai, 2010). In 
a previous Cochrane review on inter-professional collaboration, the authors 
stated that drawing generalised inferences was difficult due to limitations in 
relation to sample sizes, the small number of studies, the heterogeneity of 
settings, interventions and conceptualisations, and the measurement of 
collaboration (Zwarenstein et al., 2009). Nevertheless, Martin et al. (2010) 
argue that the evidence base in relation to inter-professional collaboration 
shows encouraging results in terms of patients' health outcomes.
The researcher’s critical evaluation of the current study is presented next, 
including the implications of the recruitment strategy, strengths and limitations 
of the research, sources of bias, and the implications of the findings.
5.6 Implications of the recruitment strategy
The data collection was carried out with patients from one weekly orthopaedic 
outpatient clinic, held on Monday mornings between 1/10/2011 and 
30/04/2012. There were two other, similar outpatient clinics running on a 
weekly basis but local approval for the study only permitted recruitment from 
one weekly clinic, under the lead of one orthopaedic consultant. There were 
no known differences in the clinical or demographic characteristics of patients 
attending the other adult outpatient clinics but it must be acknowledged that
Nursing, rehabilitation and supportive services.
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recruiting patients from those clinics may have added to the diversity of the 
study population.
During the recruitment period, 41 patients met the inclusion/exclusion criteria 
and were invited to participate in the study. Of those approached, 15 declined 
to take part; however their reasons for declining participation were unknown. 
Twenty-six agreed to take part in the study. Four of these patients were 
subsequently excluded as they did not fulfill the eligibility criteria, hence 22 of 
a possible 37 (59%) were recruited to the study. This was a reasonable 
response rate and included a range, in terms of age, sex, employment status, 
living status, classification of injury, nature of injury and cause of injury, of 
patients with lower limb injuries that necessitated emergency surgery (chapter 
4: section 4.2.1).
For the group of clinicians, 26 out of 59 (44%) responded positively to the 
invitation to participate in this study. The response rate for the clinicians was 
slightly lower in comparison with the patients’ group. However, it has been 
reported that “the strengths of qualitative work come from understanding how 
and why, not understanding how many, and improving this work should mean 
improving the reliability of its answers to how and why questions” (Small, 
2008, p. 8). Mitchell (1983) believed that, on the basis of making inferences 
from case materials, extrapolation is grounded on the validity of the analysis 
rather than the representativeness of the phenomenon being studied.
In the current study, arranging meetings with clinicians to conduct the 
research interviews was extremely challenging due to their busy schedules. 
Sometimes the researcher needed to wait for up to 90 minutes past the 
agreed meeting time to do an interview and sometimes clinician appointments 
were cancelled after the researcher had already arrived at the hospital to 
conduct the interview. Johnston et al. (2010) indicated that recruiting 
healthcare professionals is a major challenge as it requires a significant 
investment of time. Other studies have documented similar difficulties in 
recruiting healthcare professionals for interview (Rahman et al., 2011; Jeffs et 
a/., 2013).
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Finally, of the 26 clinicians who responded positively to the study invitation, 15 
were recruited. The researcher could have interviewed all the clinicians who 
agreed to participate in the study but no recurring themes were identified by 
the last interview and the researcher was then satisfied that data saturation 
had been achieved. As with the patient sample, a good representation of the 
different types of hospital staff working directly with lower limb injury patients 
were recruited into the current study. The implications of the inclusion and 
exclusion criteria used during the data collection are discussed within the next 
section.
5.7 Research limitations and strengths
A number of opportunities and challenges were encountered during this 
study. These are discussed next as limitations, sources of bias, and 
strengths.
5.7.1 Limitations
Choosing audio recording as a method of data collection may have limited the 
current study. The fact that the participants were aware they were being 
recorded might have influenced their answers and made them more self- 
conscious about their statements, and prevented participants from talking 
freely. However, there was no evidence of participants being overly 
concerned about the recorder.
Researchers have argued that the use of audio recording methods during 
interviews means that the interviewer will not be able to capture non-verbal 
communication and movements, thereby losing accompanying information 
about physical interaction and body language which might affect the reliability 
of the data interpretation (Murphy & Dingwall, 2003; Murchison, 2010). To 
minimise this limitation, the researcher used field notes to document the 
participants’ non-verbal information, responses and reactions, enhancing the 
researcher’s subsequent understanding and recall of the meaning of the 
information provided in the interview transcripts.
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Another limitation was related to the inclusion criteria used with the patient 
group. Firstly, the inclusion of participants aged between 18 and 60 years old 
only meant the study focused on a particular group population, thus caution 
should be used when interpreting the study findings. Secondly, although all 
study participants underwent emergency surgical interventions, the injury 
severity may have differed greatly, which in turn might have influenced 
patients’ experiences.
5.7.2 Sources of bias
In the current study there were some sources of bias. Firstly, with respect to 
data collection, the retrospective design of the study for the patient group 
might induce a recall bias. To minimise this bias, the study set a three-month 
post-surgery window for recruitment as one of the inclusion criteria. Other 
researchers have suggested that in order to avoid recall bias, a one- to three- 
month recall frame should be the maximum for studies of non-fatal injuries 
(Mock etal., 1999; Howell etal., 2008; Bowling, 2009).
In addition, the formal nature of the data collection method (i.e. interviews 
conducted in a hospital setting) might have increased the susceptibility of the 
data to social desirability bias. This type of bias reflects the propensity of 
participants to give socially desirable responses that do not necessarily reflect 
their true feelings; in other words, participants have a tendency to ‘adjust the 
truth’ (Williams & Heikes, 1993, p.285; Grimm, 2010). While social desirability 
biases may be a concern in all cultures, they could play a particularly 
significant role among Arab patients, as Arab culture is known as a ‘culture of 
face’ (Whiteoak etal., 2006, p.85). As discussed in preceding chapters, Arabs 
experience a great deal of pressure to conform to societal beliefs and norms 
(Whiteoak et al., 2006).
The potential effects of social desirability bias in this study were reduced by 
building rapport between the researcher and the participants. This was 
accomplished by the interviewer and interviewee taking time before the start 
of the interview to get to know one another, ensuring that the setting of the
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interview was private, and highlighting the fact that there are no right or wrong 
answers (Irwin & Johnson, 2005).
Secondly, during the recruitment process the use of inclusion and exclusion 
criteria ensured a diversity of participants in both the patient and clinician 
groups; however, the criteria also imposed some sources of bias. With regard 
to the patient group, the current study excluded patients with a known history 
of psychiatric or psychological disorders. Thus, the study sample is at risk of 
a potential section bias in the direction of focusing more on psychosocial 
resources and less on the patients’ biographical risk factors (Hepp et al., 
2005). In the literature, it is well documented that psychiatric history is one of 
the risk factors for the development of post-traumatic-stress disorder (Brewin 
et al., 2000). Thus, it could be argued that this potential bias might have 
limited the scope for identifying the role of psychological or psychiatric 
services from the patients’ perspective.
In the clinicians’ group, the exclusion of part-time employees who have a 
workload of less than 20 hours per week in direct patient care may have 
introduced a selection bias. This is a particular issue because the 
participating healthcare professionals from the physiotherapy and orthopaedic 
departments were all males. Thus, female healthcare professionals were 
more likely to be excluded. Although recruiting both genders among the 
participating clinicians was not an aim of the study, it would be of interest to 
identify how the clinicians’ experience of the current healthcare services in 
Saudi Arabia would differ according to whether the clinicians were male or 
female.
Finally, with respect to data analysis, the researcher’s understanding and 
experience as a clinician might potentially have exacerbated interpersonal 
bias. Therefore, to minimise the impact of this potential bias, and to check the 
validity of the analytic process, after the completion of the data analysis the 
researcher selected one random transcript from each of the study groups (i.e. 
patients and clinicians) to be re-analysed by two independent qualitative 
researchers who had dealt with interview data before. Each researcher re­
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coded one transcript. The initial codes by the main researcher were 
compared against the themes/codes produced by the independent 
researchers and any disagreements were discussed.
Additionally, the researchers’ supervisors were also involved during the 
analytical process. After the completion of the data analysis, the research 
supervisors looked at five random coded transcripts from each participant 
groups (i.e. patients and clinicians) to ensure the trustworthiness of the 
analysis.
5.7.3 Strengths
This study has several strengths. From a methodological point of view, the 
use of an exploratory qualitative approach (see chapter 3) enabled the 
researcher to gain insight into and explore different aspects of patients’ 
experience after traumatic injury that necessitated emergency lower limb 
surgery in Saudi Arabia. This insight was supported by an understanding of 
clinicians’ views and experiences regarding the healthcare services provided 
to lower limb surgery patients in emergency settings. The use of a qualitative 
method using a semi-structured interview approach enabled the researcher to 
probe deeply into and to follow up on the emergence of unexpected issues 
during the interviews (Lodico et al., 2010).
With respect to data collection, the current study was conducted in one of the 
well-known government teaching university hospitals in Riyadh, the capital of 
Saudi Arabia, which is used by people from all around the Kingdom. The 
hospital is open to all Saudi citizens, without any restrictions related to 
socioeconomic status, background or cultural/ethnic origin. This provided a 
diversity of patients and increased the representativeness of the data with 
relation to the wider Saudi population.
Additionally, the use of a maximum variation sampling technique during the 
clinician recruitment process enabled the researcher to seek the views of
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clinicians from diverse healthcare professions, of various nationalities and 
with different professional backgrounds.
In Saudi society, family name and reputation are very important. Families 
tend not to reveal their problems to outsiders (i.e. those who are not family 
members), especially when it comes to psychological or mental health 
problems or social matters, because of the fear of social stigma. Caution over 
revealing culturally sensitive issues such as psychological or social matters 
can be exacerbated when using audio recording as a method of data 
collection (Al-Krenawi & Graham, 2000). Thus, by recruiting both male and 
female patient participants and exploring different aspects of their experience 
during recovery and rehabilitation after lower limb injury, this study is making 
a significant contribution to the literature in this area.
A further strength of the study was the involvement of English language 
experts from Riyadh, Saudi Arabia, during the translation process. As the 
interviews were conducted in Arabic and translated into English, the 
researcher checked the translated items against the original transcripts after 
the completion of the translation. On a second occasion random transcripts 
from both participant groups were further checked with the collaboration of 
English language experts, minimising the risk that some statements might 
have lost or altered their original meanings (further details of this procedure 
are presented in chapter 3).
From an empirical perspective, this study is the first to generate in-depth 
information from different viewpoints about Saudi Arabian patients’ 
experiences of recovery and rehabilitation after a lower limb injury that 
necessitated emergency lower limb surgery. The research explores aspects 
that have not been reported previously, such as the impact of religious 
beliefs, cultural practices and traditional norms and values on patients’ 
experience of recovery and rehabilitation.
An additional strength of this study lies in the fact that existing studies looking 
at patients’ experience after injuries were mainly conducted among Western
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populations. It is problematic to apply the findings from these studies to 
Middle Eastern contexts due to significant cultural and religious differences. 
The current research presents parallel findings for a Middle Eastern 
population.
From a clinical perspective, the findings captured barriers and facilitators to 
recovery and gaps in the healthcare system from the patients’ perspective. In 
addition, it examined the current healthcare service provision for patients 
undergoing emergency lower limb surgical intervention from the clinicians’ 
perspective, presenting difficulties that clinicians encounter during service 
delivery and identifying a number of gaps in the healthcare system in Saudi 
Arabia.
Finally, the contributions of this study may assist future researchers to 
understand better the nature of patients’ experience after lower limb injury 
that necessitates surgery in emergency settings. In addition, the findings may 
be used as a reference for clinicians seeking to adopt a healthcare pathway 
derived from a biopsychosocial or holistic perspective, in order to meet 
patients’ needs and effectively facilitate patients’ recovery and rehabilitation 
after injury.
5.8 Implications of the study
The implications of the study for professional and practice development, policy 
makers and future research are discussed next.
5.8.1 Implications for professional and practice development
The findings from the current study showed that in emergency settings, 
patients going through surgical intervention experienced a lack of pre- 
operational preparation. This included the provision of information and 
patients’ involvement in decision-making about their treatment. Yet, 
orthopaedic surgeons argued that there are some factors that led to a 
restricted timeframe when surgeons finally received the referral. These were 
the multiplicity of healthcare professionals seeing the patients upon their
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arrival at the emergency department, the chain of referrals and patients’ 
health conditions requiring emergency treatment. Thus, the findings may 
suggest the need for a triage system, which would enable nurses and 
clinicians to assess, evaluate and classify the patients’ health problems and 
refer patients to the target specialism accordingly. Orthopaedic surgeons 
expressed their desire to be the first involved in the process of assessment 
and evaluation of trauma patients when arriving at the ED, rather than the 
primary physician.
Studies have shown that time to definitive trauma care is an important 
determinant of patients’ outcome. This can be facilitated by a triage process 
directing patients to appropriately resourced healthcare facilities (Harrington 
et al., 2005; Sasser et al., 2009; Haas et al., 2010; Garwe et al., 2011; 
Wohigemut et al., 2013).
Poor communication and a lack of collaboration between healthcare services 
was one of the challenges reported by clinicians. This was particularly 
highlighted as an issue between clinicians from the surgical speciality and 
clinicians from non-surgical specialities. Therefore, the findings imply a need 
for better communication and collaboration between hospital healthcare 
services, as well as the need to improve teamwork and team spirit among 
healthcare professionals. This could be achieved by providing 
multidisciplinary education between clinicians from surgical specialties and 
other healthcare professionals through continuing professional development 
programmes and by reinforcing the role of rehabilitation and supportive 
professions. Based on the current study findings, better healthcare services 
could be facilitated by providing more administrative support, adequate 
resources such as a designated independent budget and proper 
clinics/offices, as well as increasing the numbers of staff, increasing the 
opportunities for sub-specialism and enhancing professional education and 
training courses.
The findings also suggest that professional healthcare educators in each 
hospital department would be beneficial. They would be able to provide
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patients with general information -  for example, information about the 
availability of rehabilitation and supportive services and their roles -  and also 
to increase patients own sense of personal control over their health by 
reinforcing the perception of control with respect to health and safety 
(Kouabenan, 1998). Providing such information may help patients to increase 
their understanding about their injury, encourage them to acknowledge and 
assess the benefits and risks of personal healthcare, and broaden their 
knowledge about available hospital services and enhance their use of them.
The final implication for professional and practice development is related to 
the model of practice adopted by orthopaedic clinicians. The findings showed 
that orthopaedic clinicians’ practice was mainly derived from a traditional 
biomedical model, whereas injured patients viewed their experience of 
recovery from social, psychological, biological, cultural and religious aspects. 
Providing holistic healthcare may be facilitated through, for example, multi­
professional training programmes.
5.8.2 Implications for policy makers
This study showed an imbalance of power between healthcare professionals 
from non-surgical and those from surgical professions. Healthcare 
organisations should consider ways to empower healthcare professionals, 
including nurses and clinicians from rehabilitation and supportive services, 
such as encouraging working with patients more independently. However, 
dealing with complex issues such as power may not be resolved easily.
Implementing such changes to the current healthcare system would require 
policy makers to set initiatives for change. Introducing, for example, multi­
professional team meetings, workshops or seminars may initiate a movement 
towards empowering working conditions for healthcare professionals 
(Shoqirat & Cameron, 2012).
Another implication of the study’s findings is a need to improve public health 
promotion practice in relation to health and safety awareness, social and
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psychological wellbeing and related health services. Finally, the findings 
propose a need to establish medical facilities and to provide competent medical 
services in rural areas of the Kingdom. The dissemination of the current study 
findings is presented in Appendix 19. I have presented the study’s findings on 
six different occasions, including the 4th International Orthopaedic Symposium 
and Workshop in Saudi Arabia.
5.8.3 Implications for future research
The findings from the current study have added to the existing literature 
regarding patients’ experiences of hospital services and healthcare, taking into 
account home life, employment and financial aspects, as well as the influence of 
cultural practices and religious beliefs on patients’ experience of recovery after 
injury. The results have confirmed and broadened the findings derived from 
other studies in the literature. In addition, this study affords a baseline for future 
research areas as follows:
The current study explored patients’ experience after lower limb injury that 
necessitated emergency surgical intervention at three months post injury. 
Possible future research areas with relation to patients’ experiences after 
lower limb injury could be related to long-term (e.g. 12 months post-injury) 
psychological, social and physical aspects. In the existing literature, a number 
of research studies have reported a residual impairment from a broad range 
of injuries at 12 months post-injury. For example, in the UKBOl study reported 
by Lyons et al. (2011), residual impairment was found in 32% of hip fractures 
and 23% of lower limb fractures at 12 months post injury.
Using rehabilitation or supportive services after lower limb injury was found to be 
limited to physical therapy only in the present study. Future research could 
investigate the meaning of recovery and the consideration of recovery setbacks 
or hurdles from the patients’ perspective, as well as furthering understanding of 
how patients’ use and access rehabilitation or supportive services.
In the current study, passive behaviour and/or helplessness was found in the 
accounts of some patients, while others showed a greater sense of personal
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responsibility with respect to health and safety awareness. Thus, further study 
is warranted to understand the societal view regarding health fatalism and its 
impact on personal responsibility towards health and safety. Such research 
would help health promotion programmes to address behavioural change 
within the sociocultural context.
Patients’ participation in health decisions is regarded as an essential element 
in establishing autonomy and empowerment (Mitcheson & Cowley, 2003). 
Sharing information between patients and healthcare professionals seems to 
be the best approach to implement patient involvement (Hewitt-Taylor, 2004). 
In the current study, patients’ desire for involvement in decision-making 
ranged between an active role, a passive role and the desire for a shared 
decision-making process. Further research to explore and understand the 
patterns of public preferences for decision-making may guide clinicians 
towards implementing the concept of patient involvement. This can be 
followed by exploring the feasibility of implementing patient decision-making 
model/s in clinical practice within the context of the Saudi healthcare system.
The benefits of patient empowerment have been advocated as a reason for a 
shift away from paternalism in healthcare over the past years (Wilmot, 2003; 
Hewitt-Taylor, 2004; Christensen & Hewitt-Taylor, 2007). Future research 
should look at patients’ expectations and awareness of their rights with 
respect to their involvement in decision-making in Saudi Arabia.
One of the implications of the current study is the need to enhance 
interprofessional collaboration between hospital services. Thus, identifying 
barriers related to interprofessional collaboration in the Saudi context would 
help to explore interventions to improve collaboration within healthcare 
professions (Zwarenstein & Reeves, 2006).
Saudi Arabia is greatly influenced by its cultural norms and religious beliefs. 
Halligan (2006) found that the importance and meaning of culture and religion 
is central in the provision of care for patients from the perspective of nurses 
working in Saudi Arabia. However, there is an increasing number of expatriate
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health professionals (Jackson & Gary, 1991); future research could look at 
barriers and facilitators in an expatriate workforce in terms of their 
acculturation into Saudi society, and the impact of these factors on their 
clinical practices.
In Middle Eastern countries, Arab countries in particular, wasta is practised in 
almost all aspects of everyday life (Barnett et al., 2013). Researchers argue 
that in a context of strong tribal ties and weak national identity, cultural 
practices such as wasta will persist in Arab societies (Barnett et a!., 2013). 
Future studies looking at the impact of wasta within the healthcare sector 
might bring such cultural practices out of the shadows of academic discourse 
(Barnett et a!., 2013).
The effectiveness of the application of a triage system has been demonstrated 
by a number of studies (Mills et a/., 1976; Kilberg et a/., 1988; Happell et a/., 
2003; Scheetz, 2003; Maningas et a/., 2006). The validity of transferring the 
Western triage system to Saudi hospitals needs to be examined in future 
studies.
The overall conclusions drawn from the findings obtained in this study are 
presented in the next chapter.
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Chapter 6: Conclusion
This research was one of the first studies, in Saudi Arabia, to document 
patients' experiences of healthcare services and rehabilitation following lower 
limb injury that necessitated emergency surgery. In addition, the study also 
focused on clinicians’ perceptions about the planning and delivery of 
healthcare and rehabilitation services provided to injury patients.
The findings obtained provide rich and in-depth information about healthcare 
services in general and emergency settings in particular, for lower limb injury 
patients, in Saudi Arabia. Religious beliefs and cultural values played an 
important role in how patients’ viewed health. This included their belief system 
(i.e. complete submission to Allah’s decree and the belief that what happened 
was predestined by Allah and meant to be). Similarly, Yamey and Greenwood
(2004) reported that Muslim patients explanations for injury and illness viewed 
ill health as being predestined by Allah.
Other religious and cultural values that constitute patients experiences in the 
present study were health-related practices (i.e. traditional and/or spiritual 
healing methods) and family support. However, some societal, cultural 
attitudes that promoted mental and psychological stigma had a negative 
impact on patients during their recovery and rehabilitation, particularly with 
regard to seeking or receiving formal support for psychological disorders. The 
development of mental health care is hindered by mental illness stigmatization 
(Hamid & Furnham, 2013).
Healthcare needs appeared to reach further than the direct experience for the 
physical trauma alone. Patients viewed their experience from biopsychosocial 
perspectives. This included aspects such as a need for emotional support 
from clinicians, empowerment regarding treatment decisions, preparedness 
for treatment and surgery, adequate information provision, and supportive 
therapeutic interactions. Some of these findings mirror the findings reported 
by Gabbe et al. (2013).
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From the clinicians’ perspective, the delivery of comprehensive, effective care 
for patients with lower limb injury was hampered by clinical and administrative 
hurdles. This included problems with the admission process, the designated 
role of nurses, and the referral system. An understanding of the patient’s 
socio-cultural context emerged as a clear theme from data analysis and 
seemed to be an important consideration when delivering healthcare services 
to injury patients in Saudi Arabia. This reflects the literature with respect to 
taking cultural and religious values into considerations when delivering 
healthcare (Murphy & Clark, 1993; Al-Shahri, 2002).
Given the experiences of the patients and clinicians studied in this research, 
emergency healthcare services need to be supported by a healthcare pathway 
that is derived from a holistic or biopsychosocial model to meet the needs of 
patients and improve their experience of recovery from injury.
This study has been the first attempt to examine qualitatively, the patient 
experience of healthcare and rehabilitation services in relation to lower limb 
injury that necessitated emergency, surgical intervention. It is hoped that the 
findings will provide the impetus for more studies to be conducted that will help 
improve healthcare.
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Appendices
Appendix 1
Category W HO  Member States
High income countries Andorra
Australia
Austria
Bahamas
Bahrain
Belgium
Brunei Darussalam
Canada
Cyprus
Denmark
Finland
France
Germany
Greece
Iceland
Ireland
Israel
Italy
Japan
Kuwait
Luxembourg
Malta
Monaco
Netherlands
New Zealand
Norway
Portugal
Qatar
Republic of Korea
San Marino
Saudi Arabia
Singapore
Slovenia
Spain
Sweden
Switzerland
United Arab Emirates
United Kingdom
United States of America
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Appendix 2
African region according to t he Worid Heaith Organization
Category W HO  Member States
African Region Algeria
Angola
Benin
Botswana
Burkina Faso
Burundi
Cameroon
Cape Verde
Central African Republic
Chad
Comoros
Congo
Côte d'Ivoire
Democratic Republic of the Congo
Equatorial Guinea
Eritrea
Ethiopia
Gabon
Gambia
Ghana
Guinea
Guinea-Bissau
Kenya
Lesotho
Liberia
- Madagascar
Malawi
Mali
Mauritania
Mauritius
Mozambique
Namibia
Niger
Nigeria
Rwanda
Sao Tome and Principe
Senegal
Seychelles
Sierra Leone
South Africa
Swaziland
Togo
Uganda
United Republic of Tanzania
Zimbabwe
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Appendix 3
Category W HO  Member States
European region Albania
Andorra
Armenia
Austria
Azerbaijan
Belarus
Belgium
Bosnia and Herzegovina
Bulgaria
Croatia
Cyprus
Czech Republic
Denmark
Estonia
Finland
France
Georgia
Germany
Greece
Hungary
Iceland
Ireland
Israel
Italy
Kazakhstan
Kyrgyzstan
Latvia
Lithuania
Luxembourg
Malta
Monaco
Montenegro
Netherlands
Norway
Poland
Portugal
Republic of Moldova
Romania
Russian Federation
San Marino
Serbia
Slovakia
Slovenia
Spain
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European region according to the World Health Organization
Category W HO  Member States
European region Sweden
Switzerland
Tajikistan
Former Yugoslav Republic of Macedonia
Turkey
Turkmenistan
Ukraine
United Kingdom
Uzbekistan
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Appendix 4 
Eastern Mediterranean region
Category Member States
Northeast African nations comprise Djibouti
Egypt
Somalia
Sudan
Northwest African nations Libya
Morocco
Tunisia
Gulf Cooperation Council nations Bahrain
Kuwait
Oman
Qatar
Saudi Arabia
United Arab Emirates
Yemen
Iraq
Jordan
Lebanon
Palestinian
Syria
Non-Arab countries Afghanistan
Iran
Pakistan
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Appendix 5
The Saudi Ministry of Health Ethical Approval
mn Will Aziz Al-Sali Ceried Translation wic.B#h o i m
Licence No. 128 
Membership No. 57499
MI
Kingdom of Saudi Arabia 
Ministry of Health
General Directorate of Health Affairs in Riyadh Region 
Planning & Researches Department
Date:13/05/1432H
17/04/2011
Subject; Facilitating a Researcher's Mission
M/S: Nouf Hamad Alkhamees 
College of Health Medical Sciences 
Surrey University -  England
Greetings,
According to your request to carry out the necessary studies at Riyadh Region Hospitals in 
order to complete your PhD Research titled" Lower limb surgery: Does whether the surgery is 
elective or emergency make a difference to the patient experience after injury".
Please be informed that we have no objection to get the required information and to carryout 
the necessary studies related with the research.
Best regards
Director, Planning & Researches Department 
Dr./ Ali DhaferAI Obaidi
Official Seal
RO. Box 4279 Riyadh 11491 - Tel.: 4775140-4744415 - Fox : 4774362 i w f n r  : iv iU \o  -
E-mail: al_salem88@hotmail.com
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Appendix 6 
University of Surrey Ethical Approval
UNIVERSITY OF
SURREY
Ethics Committee
Miss Nouf Alkhamees
PGMS
FHMS
04 July 2011
Dear Miss Alkhamees
Low er Limb Suroerv: Does w h e th e r th e  suraerv is elective or em ergency make a 
d iffe ren ce to  th e  p a tien t experience a fte r ini'urv in Saudi Arabia? EC/2011/54/FHMS
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 1 July 2011.
The final list of documents reviewed by the Committee is as follows:
Document
Summary of the project
Detailed protocol for the project
Information sheet for participants (clinicians & patients) English & Arabic versions
Consent form (clinicians & patients) English & Arabic versions
Questionnaire/Interview schedule
Standard letters - English & Arabic versions
Kingdom of Saudi Arabia Ministry of Health confirmation o f approval
Risk assessment
Protocol Submission Proforma: Insurance
This opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research. If the project includes distribution of a survey or 
questionnaire to members of the University community, researchers are asked to include a 
statement advising that the project has been reviewed by the University's Ethics Committee.
The Committee should be notified of any amendments to the protocol, any adverse reactions 
suffered by research participants, and if the study is terminated earlier than expected with 
reasons. Please be advised that the Ethics Committee is able to audit research to ensure that 
researchers are abiding by the University requirements and guidelines.
You are asked to note that a further submission to the Ethics Committee will be required in the 
event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Glenn Moulton
Secretary, University Ethics Committee 
Registry
cc: Professor S Williamson, Chairman, Ethics Committee
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Appendix 7 
Participants’ information sheet
UNIVERSITY OF
SURREY
Faculty of
Health & Medical Sciences
Postgraduate Medical School 
Daphne Jackson Road. Manor 
Park
Guildford. Surrey GU2 7WG UK
7 + 4 4(0 )1 4 83  686500 
F: +44 (0)1483 688501
vwvw.su/rey.aauWpgms
Participants’ Information Sheet (Clinicians* version)
Study title: Lower limb surgery: does whether surgery is elective or em ergency make a 
difference to the patient experience after injury in Saudi Arabia?
Invitation: W e  would like to invite you to take part in a  research study about how  
health services and social services can help to im prove recovery following injury. 
Please read this leaflet, which tells you why the research is being conducted and w hat 
you will be asked to do. Think about w hether you would like to take part. Ask us if 
anything is unclear or if you would like m ore information.
Why are we carrying out the study?
Injuries are very common. In Saudi Arabia, the traffic police reported that in 1999 the  
num ber of injuries as a result o f road traffic accidents reached 31 ,059 , an increase of 
2 ,9 15  compared with the previous year. Moreover, studies have shown that m any  
injured people who are admitted to hospital have not fully recovered even one year 
after their injury. Therefore, w e are carrying out a research study to find out how  
injuries affect people’s lives. W e  w ant the findings of this study to m ake a real 
difference to the services provided to people after they are  injured. In order for this to 
happen, one part of the study involves finding out w hat service providers th ink about 
the serv ices that are  currently provided, and finding out how  services could be 
designed to help improve recovery. This is the part of the study that w e are asking you 
to take part in.
Why are we asking you to take part?
W e will be asking a sample of clinicians to take part, from a wide range of rehabilitation 
team s that provide services to help people recover from injuries. W e  will choose the  
people that w e ask in order to m ake sure that w e get as wide a range of views as  
possible.
Do you have to take part?
No, you do not have to take part. If you decide to take  part, you can still change  
your mind later. If you want to end your participation in the study you don’t have to give  
us a reason.
266
What will happen to you If you take part?
You will be asked to take part in an Interview with Miss Nouf Alkhamees to talk about 
services that help people recover from injuries. The interview will last no more than 
one hour. Miss Nouf Alkhamees will discuss the study with you and will answer 
any questions you may have. You will be asked to sign a consent form to say you have 
agreed to take part. If you are happy to take part. Miss Nouf Alkhamees will tape 
record the interview to ensure that your information Is captured accurately. At the end 
of the interview you can tell Miss Nouf Alkhamees if there is anything else that is 
important to you which you have not talked about already.
The interview will ask about:
•  the services you provide for people recovering from injuries, and what you think 
about these services.
• the ways in which your services are used.
• other services that might be helpful for people recovering from injuries.
• information that might be helpful for people who are recovering from injuries.
•  what helps and what makes it harder for people with injuries to access
services.
What will happen if I don’t want to carry on with the study?
Your participation is voluntary, and you are free to withdraw at any time without 
giving a reason and without your legal rights being affected. If you withdraw from the
study then the information collected so far will be erased and will not be included in
the project analysis.
Will we pay you for taking part?
We cannot pay you for taking part.
How will you benefit from taking part?
The interview will give you an opportunity to think about the services you provide, 
but otherwise you are unlikely to benefit from taking part in the study. If you take part 
you may be helping us develop better services for people recovering from injuries.
Are there any disadvantages or risks associated with taking part in the 
research?
No, we just need a little of your time to answer our questions regarding 
the services you provide for injured patients.
- 2 -
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Will the information you provide be passed on to anybody else?
All the Information you provide will be strictly confidential. The tape recording from your 
interview will be identified by a unique code number, not by your name, the name of 
your organisation or the name of the service you provide. Although we may quote 
what you have said in study reports and publications, we will not publish any material 
from which you, or your service, could be identified.
Regulatory authorities are allowed to access Information we hold about you as part of 
quality assurance for the research we do. Persons employed by those authorities have to 
treat your information as strictly confidential. However, should you disclose information 
that suggests that you or someone else is at risk of significant harm, we may have to 
disclose this to an appropriate authority.
We have to keep your information in a secure location for ten years after we have 
published the findings. After that period the information will be destroyed/deleted.
What will happen to the results of the study?
It is the researcher’s intention to publish the results, but you will not be identified in any 
report or publication. A report will be sent to all the hospitals that participated in the 
study, to help them improve the services they provide for people after injuries.
Who is organising and funding the study?
The University of Surrey is sponsoring this research, but there is no external funding 
for the project.
Who has reviewed this study?
This study was reviewed and approved by the University of Surrey Ethics Committee. If 
you have any questions about your rights as a participant in this research, or if you feel 
that you have been placed at risk, you may contact the Chair of the University of 
Surrey Ethics Committee, University of Surrey, GU2 7XH.
What if there is a problem with the study?
If you have any worries or complaints about the study you can contact the study 
supervisors Dr. Nicola Christie or Prof. Peter Buckle, whose details are given below. If 
you wish to make a formal complaint you can do this through the University of Surrey 
Complaints Procedure.
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Contact for further Information:
If you have any questions about anything to do with this study, please contact:
Dr Nicola Christie Prof. Peter Buckle
Postgraduate Medical School Postgraduate Medical School
Daphne Jackson Road Daphne Jackson Road
Manor Park Manor Park
University of Surrey University of Surrey
Guildford Guildford
GU2 7WG GU2 7WG
Tel. 004 (01483) 688 518 Tel. 004 (01483) 689 216
Miss Nouf Alkhamees 
Faculty of Health and Medical Science 
Duke of Kent Building 
University of Surrey 
GU2 7TE 
Tel. 004 (01483) 683 015
Thank you for taking the time to read this leaflet
Version 1.2 dated 30 Jun. 2011
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U N IV E R S IT Y  O F
SURREY
Faculty of
Health S Medical Sciences
Postgraduate Medical School 
Daf*ne Jackson Road, Manor 
Park
Guildford, Surrey GU2 7WG UK
T; +44 (0)1483 688500 
F: +44 (0)1483 688501
vAiw.surrey.ac.uk/pgms
Participants’ Information Sheet (Patients’ version)
Study title: Lower limb surgery: does whether surgery is elective or emergency make a 
difference to the patient experience after injury in Saudi Arabia?
Invitation: We would like to ask if you would consider telling us about your 
experiences in more detail, to find out what you think about the services you received 
and how you think you could have been helped to get better more quickly or more fully. 
Please read this leaflet, which tells you why the research is being conducted and what 
you will be asked to do. Think about whether you would like to take part. Ask us if 
anything is unclear or if you would like more information.
Why are we carrying out the study?
The researcher would like to try and help people recover from injuries more quickly and 
more fully. To do this, better services may need to be developed for injury survivors. 
We want to make sure these services meet people's needs. To do this, we would like 
to find out what you think about the services you received, and listen to your ideas 
about what would have helped you to get better more quickly or more fully.
Why are we asking you to take part?
We are asking everyone who is admitted to hospital after experiencing an injury to 
the lower limb that necessitates emergency or optional surgery to take part. All 
types of lower limb injuries that necessitate surgery can be included, if you are 
unsure whether you can be included or not, we can check with you and let you 
know if you can take part.
Do you have to take part?
No, you do not have to take part in the study. If you decide to take part, you can still 
change your mind later. If you want to end your participation in the study at any stage 
you do not have to tell us why. Whether you take part or not will make no difference to 
the medical or nursing care you receive.
What will happen to you if you take part?
You will be asked to take part in an interview with Miss Nouf Alkhamees to talk about 
your injury. You can decide what you tell us, so you do not have to talk about things 
you do not feel comfortable discussing. The interview will last no more than one hour.
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Miss Nouf Alkhamees will talk to you about the study and will answer any questions 
you may have. You will be asked to fill in a consent form to say that you are happy to 
take part in the study. If you are happy to take aprt, Miss Nouf Alkhamees will 
taperecord what you say so that we don’t forget anything. At the end of the interview 
you can tell Miss Nouf Alkhamees about anything else that is important to you which 
you have not talked about already.
The interview will ask about:
•  your injury and your experiences with the health service.
•  the services you have used since your injury and what you think about them,
•  other services that you did not receive but which you think would have been 
helpful to you.
•  other ways in which you think your recovery could have been helped.
•  information you would have found helpful after your injury.
•  things that helped you to use services or made it more difficult for you to use 
services after your injury.
What will happen If I don’t want to carry on with the study?
Your participation is voluntary and you are fi-ee to withdraw from the study at any time, 
without giving a reason and without your legal rights being affected. If you withdraw 
from the study then the information collected so far will be erased and will not be 
included in the project analysis.
Will we pay you for teking part?
We cannot pay you for taking part in the study.
How will you benefit from taking part?
Many people find it helpful to talk about their injury, but other than this you are unlikely 
to benefit from taking part in the study. If you take part you may be helping us to 
develop better services for people recovering from injuries.
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Are there any disadvantages or risks associated with taking part in the 
research?
No, we just need a little of your time to answer our questions. All participants In this 
study are at low and non-significant risk of hazards or harm. However, you may find 
that you get emotional during the interview, because the questions may remind you of 
your injury experience. If this happens Miss Nouf Alkhamees will stop the interview and 
will seek further help and support for you if necessary, by contacting your nurse and/or 
a social worker.
Will the information you provide be passed on to anybody else?
The tape recording from your interview will not have your name and address on. When 
we write about the study we may use some of the words you said in your interview, but 
we will not use your name or address. We do this so that nobody will be able to 
recognise you from the tape or from what we write. If you have an issue with the care 
you received and you want to make a complaint. Miss Nouf Alkhamees will have an 
obligation to direct you towards the appropriate complaints process, or tell you how to 
report your complaint to the appropriate authority.
Checks are carried out in the UK to make sure that research is done properly. 
Authorised people who do these checks can see the information we hold about you, 
but they are not allowed to pass your information on to other people. We will not give 
information about you, your family or your home to anyone else. However, should you 
disclose information that suggests that you or someone else is at risk of significant 
harm, we may have to disclose this to an appropriate authority.
We have to keep your information in a secure location for ten years after we have 
published the findings. After that period the information collected will be 
destroyed/deleted.
What will happen to the results of the study?
It is the researcher’s intention to publish the results, but you will not be identified in any 
report or publication. A report will be sent to all the hospitals that participated in the 
study, to help them improve the services they provide for people after injuries.
Who Is organising and funding the study?
The University of Surrey is sponsoring this research but there is no external funding for 
the project.
Who has approved this study?
This study was reviewed and approved by the University of Surrey Ethics Committee. If 
you have any questions about your rights as a participant in this research, or if you feel 
that you have been placed at risk, you may contact the Chair of the University of 
Surrey Ethics Committee, University of Surrey, GU2 7XH.
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What if there is a problem with the study?
if you have any worries dr complaints about the study you can contact the study 
supervisors Dr. Nicola Christie or Prof. Peter Buckle, whose details are given below. 
If you wish to make a formal complaint you can do this through the University of Surrey 
Complaints Procedure.
Contact for further information:
If you have any questions about anything to do with this study, please contact
Dr Nicola Christie Prof. Peter Buckle
Postgraduate Medical School Postgraduate Medical School
Daphne Jackson Road Daphne Jackson Road
Manor Park ' Manor Park
University of Surrey University of Surrey
Guildford Guildford
GU2 7WG GU2 7WG
Tel. 004 (01483) 688 518 Tel. 004 (01483) 689 216
Miss Nouf/ykhamees 
Faculty of Health and Medical Science 
Duke of Kent Building 
University of Surrey 
GU2 7TE 
Tel. 004 (01483) 683 015
Thank you for taking the time to read this leaflet.
Version 1.2 dated 30 Jun. 2011
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Appendix 7 (Arabic version)
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Appendix 8 
Approval of use
Reply Reply to All L%  Forward T   ^ X  ^
RE: email
Christie N Dr (PGMS)
Sent 22 December 2010 15:03
To: Alkhamees N Miss {P6,/R -  PGMS)
Cc Buckle PW Prof (PGMS)
Attachments: j  RE: PhD student 
Dear Nouf
This is to give you formal consent that you can use the topic guides, participants information sheet and the 
consent form from the Impact of Injuries Study. I have also enclosed an email of support for this from the stud 
Chief Investigator.
Best wishes
Nicola
Dr Nicola Chrisâe 
Lecturer mirÿjry and Heath
Director of Pos^raduaie TaugtK Programmes for FaciAy of H e #  and Medici Sciences
PosQraduaee Medical School
Daphne Jackson Road
Manor Park
Urwersty of Surrey
Guidford
GU27WG
Tel:+44 (0)1483 688518
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From: N.Christie@surrey.ac.uk [ mailto:N.Chri5tie@surrey.ac.uk]
Sent: 20 July 2010 08:25
To: Lily.Ye@nottingham.ac.uk; Claire.Obrlen@ncttingham.ac.uk; caroie.bramley365@btinternet.com; Julie.Clarkson@nuh.nhs.uk;
a.p.morris@lboro.ac.uk; J.barnes@lboro.ac.uk; k.shaw@lboro.ac.uk; lbxckp@nottingham.ac.uk; Elizabeth.Towner@uwe.ac.uk; 
ejeorgina@hotmail.com; Kate@razzydo.co.uk; carol.coupland@nottingham.ac.uk; casey.guinn@nottingham.ac.uk; 
Denise.Kendrick@nottingham.ac.uk; Eninia.rovdey@nottingham.ac.uk; frank.coffey@nottingham.ac.uk; frank.coffey@nuh.nhs.uk; 
Tracey.George@nottingham.ac.uk; Graham.martin@nottinghani.ac.uk; Mark.avis@nottingham.ac.uk; Richard.morriss@nottinghani.ac.uk; 
Stephen.joseph@nottingham.ac.uk; J.Sleney@surrey.ac.uk; Stephen.Regel@nottshc.nhs.uk; Julie.Clarkson@nuh.nhs.uk; 
jonesmob@ntlworld.com 
Subject: PhD student
D e a r  all
I have a PhD student (Nouf) from Saudi who is looking a recoveiy after lower limb injury surgery and whether there is a difference in 
the patient experience according to whether the surgery was elective or emergency, whether service providers respond differently 
according to these two different routes to surgery and what can be learned. She trained as a physical therapist and has said there 
is very little consideration about psychosocial impacts. These ideas are not fully formed but there are olMOUs synergies between 
this study and the injury impacts study. I wondered if it would be possible to share the topic guides with Nouf so that she could 
explore their utility in the Saudi setting? She is aware that nothing should be published etc.
Please could advise me whether that would be OK?
BW
Dr Nicola Chrsse 
Lecurer in Irjury and Heath
Direcsor of Posgraduaie T Prograirmes for Facily of HeaB', and Medcal Sœnces 
PosgraduasMedcaa School 
Daphne Jackson Road 
M ae  Pari:
Unrversly of Surrey
Giidford
GU2m'G
Tei:+44(0]14S36SS518
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RE: PhD student
Denise Kendrick [Denise,Kendrickgnoffinghain.ac.uk|
Sait 2lUï211017:20
To: Ch%kKDrM; Li%',Ye@not{irAm,5[j:; CWrs,Obrien#mKnohôm,ôc,uk; G'Èàômley365#Wnt6mêt,[om; là.CË#W.És.uk; 2,p,moÉ##,âc.uk; J,bam6S#oro,QC,u% kW,'#om,ac,uk; 
b#gnot&#n,ac,uk; BlAlh,Tonner W,ac,tA; e jeorgina#)W,com; Ksisgras^ijo,co.uk; carol,cou|WgnoK[#m.ac,d;; ca5ey,quimWtti#t,ac.tj:; DerÈe,KeniM#otlin^ 
Bi)mamlcy#notlingltam.ac,uk; lfanl(D%gmt0am,a&t^ (farico%gaA.nk,ik; Tracey,Georgegnotli^  ^ Graham,martin@not(i#n.a[,ij:; FË,a'Æ@rtoWiam,ac,tA;
Ridwdmns;#Tot(igham,ac,tA; Ste|]hen.jo%(ih@no#t#,a^ SieneyJS Ma M ; Skphen,Regd@notWnk.it; ]tk,(MsonW.rk.it;jonsmohWA'orW.cm
Dear Nie
I am happy forthis as long as the people who devised the topic guides are comfortable with this
denise
Joint Head of Division and Professor of Primary Care Research
.vpr HU....
University Park 
Nottingham
Tel:0115 8465914 
F8X:011584#M
e mail: denise.kendrick@nottingham.ac.uk
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Appendix 9 
Consent form
UNIVERSITY OF
SURREY
Faculty of
Health & Medical Sciences
Postgraduate Medical School 
Daphne Jackson Road. Manor 
Park
Guildford, Surrey GU2 7WG UK
T ;+44(0)1483 688500 '
F: +44 (0)1483 688501
www.surrey.ec.uk/pgms
CONSENT FORM {Clinicians)
If you do agree to take part in the study, please put your initials in the boxes on this 
form.
Study title: Lower limb surgery: does whether the surgery is elective or emergency 
make a difference to the patient experience after injury in Saudi Arabia?
Name of Researcher: Nouf Alkhamees
Please initial the 
boxes below
1. I confirm that I have read and understand the information sheet version 1.1 dated 13 
June 2011 for the above study and have had the opportunity to ask questions.
2. 1 understand that my participation is voluntary and that I am free to withdraw at any
time, without giving any reason, and without legal rights being affected. I understand 
that should I withdraw then the information collected so far can be erased and that this 
information will be no longer in use in the project analysis.
3. I understand that data collected in the study may be looked at by authorised individuals 
from the University of Surrey, the researcher and the regulatory authorities where it is 
relevant to my taking part in this study. I give permission for these individuals to have 
access to these records and to collect, store, analyse and publish information obtained 
from my participation in this study. I understand that my personal details will be kept 
confidential.
4. I am happy to take part In this study and for the researcher to visit me at work, to talk to 
me about the services I provide to help people recover from injuries. 1 agree to the 
interview being audio tape recorded.
5. I agree that quotes from the interview that do not identify me can be used in reports.
6. I agree to take part In the above study.
□
□
□
Print your fell name.....................................................................
Signed..................................................................Date...............
Full name of researcher...............................................................
Signed.................................................................................Date.
Thank you very much
□□□
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Appendix 9 (continue)
UNIVERSITY OF
SURREY
Faculty of
Health & Medical Sciences
Postgraduate Medical School 
Daphne Jackson Road. Manw  
Park
Gsrifdford. Surrey GU2 7WG UK
T; +44 (D)1483 688500 
F; +44 (0)1483 588501
WWW surrey.ac.uk/pgms
CONSENT FORM (Patients)
If you do agree to take part In the study, please put your initials in the boxes on this
form.
Study title; Lower limb surgery: does whether the surgery is elective or emergency 
make a difference to the patient experience after injury in Saudi Arabia?
Name of Researcher: Nouf Alkhamees
Please Initial the 
boxes below
1. I confirm that I have read and understand the information sheet version 1.1 
dated 13 June 2011 for the above study and have had the opportunity to ask 
questions
2. I understand that my participation is voluntary and that I am free to withdraw 
at any time, without giving any reason, and without my medical care or legal 
rights being affected. I understand that should I withdraw then the information 
collected so far can be erased and that this information will be no longer in 
use in the project analysis.
3. I understand that relevant sections of my medical notes and data collected in 
the study may be looked at by authorised individuals from the University of 
Surrey, the researcher and the regulatory authorities where it is relevant to 
my taking part in this study. I give permission for these individuals to have 
access to these records and to collect, store, analyse and publish information 
obtained from my participation in this study. I understand that my personal 
details will be kept confi(iential.
4. I am happy to take part in this study and for the researcher to talk to me about 
the services I received and how my recovery could have been helped. I agree 
to the interview being audio tape recorded,
5. I agree that quotes from the interview that do not identify me can be used in 
reports.
6. I agree to take part in the above study.
Print your full name.........................................................
Signed..........................................Date..........................
Full name of researcher.......................................................
Signed..................................   Date...............................
Thank you very much
□
□
□
□
□□
284
Appendix 9 (Arabic version)
□
□
UNIVERSITY OF
SURREY
Faculty of
Health & Medical Sciences
Postgraduate Medical School 
Daphne Jackson Road, Manor 
Park
G’JiWFofd, Surrey GU2 7WG UK
T| +44 (0)1483 688500 
F:+44 (0)1483 688501
www.surrey.ec.uk/pgms
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Health & Medical Sciences
Postgraduate Medical School 
Daphne Jackson Road, Manor 
Park
Guildford, Surrey GU27WG UK
T:+44{O)KB368B50O 
F;+44 {0)1483 686501
vMw,surrey.ac-uk/pgms
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Appendix 10 
Study approval from hospital
Kingdom of Saudi Arabia 
Ministry' of Higher Education
College of #ebicme 
& Smg &balA ©nib. #ogpital
Date 20.07.1432
22.05.2011
< * 1 9 5 7 ' P
JUJl Sjljj
fjuizall ?
ajlij6jWI jiZÈûLaag
No : .11/3P75/IRB............
Ms. Nouf Alkhamees
PhD Student
Faculty of Health and Medical Sciences 
Duke of Kent Building 
University of Surrey GÜ2 / I t
Subject: Project No. E-11-456
"Lower limb surgery: does whether the surgery is elective or emergency make a 
difference to the patient experience after injury in Saudi Arabia"
Dear Ms. Alkhamees,
Your above-mentioned research project was reviewed in the IRB Meeting No. 09 
(Academic Year 1431-1432) held on 22 June 2011 (20 Rajab 1432). The project was 
approved.
We wish you success in your research.
Thank you!
Sincerely yours,
Prof. Ahmed S. BaHammam
Chairman, Institutional Review Board 
King Saud University - College of Medicine 
P.O. Box 7805 Riyadh 11472 
Kingdom of Saudi Arabia
P.O.Box 7805, Riyadh 11472, S  : 4670011, Fax. 4672439 inVYin nv- . W ; © WiVr VA'O
287
Appendix 11 
Demographic and injury characteristics
U N IV E R S IT Y  O F
SURREY
H ealth & Medical Sciences
P o s tg rad u a te  M edical School
Daphne Jackson Road, Manor Park 
Guildford, Surrey GU2 7WG UK
T :+44(0J1483 688500  
F; +44 [0J1483 688501
www.surrey.ac.uk/pgms
Participant’s demographic data
Name:
Age:
Gender:
Employment status: 
Living status: 
Classification of injury:
Nature of injury:
Cause of injury:
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Appendix 12
Topic guide - service providers
The purpose of this study is to gather information from service providers (as 
well as injured participants) to help inform and develop services that help 
people to recover from injury. We will be discussing service use, any gaps 
that you feel there are in services, information provision, how people find out 
about the service and access issues and about good practice.
About your service
Can you tell me a bit about the service that you and your 
department/organisation currently offers patients with injuries?
★ What is the aim /  objective of this service [either forma! or 
informal]? What do you hope to achieve by offering it?
Who are the main people involved in providing your service?
★ What roles /  responsibilities do they have ?
★ Which professional groups do they come from?
—> What issues do you feel are important in the treatment of patients with 
injuries?
★ timeliness of treatment
★ follow up
Background
Can you tell me something about the job that you do?
★ What kind of things do you do in a typical day /  week?
★ Can you describe how you help injured people get better?
-> Can you tell me about your background and how you came to be doing 
this job?
Views on patients experience of coping with injury
What do you feel injured patients hope to achieve from using this 
service?
★ Is it purely about their physical /  psychological recovery, or 
does it provide anything else?
How well do you think that the needs of injured people are met by this 
service? (thinking holistically of injured people, so not just in terms of 
the heath need that their service currently meets e.g., physio's need to 
think more widely than physical rehabilitation)
-> What do you think are the main issues that people with injuries deal 
with?
★ To what extent do you feel your service addresses these 
issues?
★ What helps and hinders
289
★ How do these issues differ amongst elective vs. emergency 
patients?
What information do you think patients need about their injuries in 
order to cope with them?
★ To what extent do you feel your service addresses these 
issues?
★ What helps and hinders
★ How does this info differ according to elective and 
emergency patients? Including pre and post surgery 
information?
-> What information do you think patients need about their treatment in 
order to cope with it?
★ To what extent do you feel your service addresses these 
issues?
★ What helps and hinders
★ How does this information’s differ according to elective and 
emergency patients?
Do you think there are differences in health care services provided 
after elective vs. emergency surgeries?
★ If so: - In what ways? Explain more?
★ - In what area/s? Reasons for this?
★ - Do you think it have an effect on the patients in anyway?
How?
In what ways do you think that coping with an injury can lead to long 
term psychosocial, emotional or mental health issues for patients?
★ In what ways does your service addresses this issue?
In what ways do you feel that family and friends of injured people 
engage with your service?
★ In what ways does your service offer support to them?
Evaluation of service provision
How well are patient’s needs met by your service?
★ What needs to be improved?
★ What resources do you need to achieve this?
—> What other services do you work with to provide support to people with 
injuries?
★ Which services and why?
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Gaps in services
Thinking about the needs of injured people from hospital to home
where do you think are gaps in services?
★ How can these gaps be addressed?
Do you think there is unmet need for support after injury for particular
population groups? (i.e. according to age, gender, social group or 
ethnicity)
★ How can their needs be met?
How might your service be improved to meet patient’s needs or 
improve their experience of using the service?
★ More information, longer appointments etc....
★ Wider organisational (structural) improvements in the health 
service -  more staff, working practices, more money, better 
infrastructure, different location....
★ New services that are not currently being provided
General Service provision and good practice
Overall how well are patient’s needs met by services in general? Why 
is this?
★ What needs to be improved?
★ How can these needs be met?
★ Are there the resources to achieve this?
If you had to describe a model of good practice for services that help 
people recover from injury what would it involve?
★ How best could this be achieved?
Professional development
-> In what ways do you feel your training has enabled you to support 
people with injuries?
★ What further training do you feel would help you?
Anything else?
Is there anything else that I haven’t asked about that you think would 
be helpful for me to know services and treatment of injury and 
recovery?
Thank and end
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Appendix 13 
Topic guide -  injured participants
Introduction
Explain purpose of the interview
Consent form (including recording/anonymity and confidentiality/you may 
stop the interview at any point or choose not to answer certain questions)
Before we begin, are there any questions you would like to ask?
About the injury
-> Can you tell me about your injury? How it happened?
Treatment of injury and hospital experience
-> What happened when you got to the hospital - Which health professionals 
have you seen about your injury in the hospital?
(Probe: hospital Dr’s, nurses, physiotherapy, anyone else e.g.: alternative)
How long did you stay?
-> How do you feel about your experience in the hospital?
(Probe: positive and negative experiences)
In what ways could the treatment you received be improved?
What information or advice did you receive about your injury?
Probes:
★ From whom?
★ Format (leaflet/ website/face to face)
★ How useful was it?
★ What other information would you like to have had?
★ When did you get the information?
★ in hospital? At what stage just after injury occurred or 
later/when appropriate to receive the information
- 4. Did it answer all of the questions that you had about your injury or 
not?
★ if  not -  what questions could have been answered
If none, what information would you have liked and from who?
—> In what ways did you try and find out more information about how to deal 
with your injury?
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Home life after treatment
-> How has the injury affected your home life? Has the injury affected your 
ability to do things at home in any way?
Probes:
★ How has your injury affected your ability to carry out household 
tasks -  who does them and how do you feel about it?
★ How has your injury affected your leisure activities -  sport/hobbies 
etc
★ How has your injury affected any caring responsibility (elderly 
relative/children)
★ How has your injury affected your diet or your ability to cook for 
yourself?
★ How has your injury affected your abiiity to dress yourself?
★ How has your injury affected your social life ?
Have you received any help with your household tasks, caring 
responsibilities etc?
Probes:
★ Who/where from?
★ In what ways did they help you?
★ What other help/support would you have liked to have had?
-> What information did you receive about doing your household tasks, 
hobbies or sport after your injury?
Probes:
★ Who/where from?
★ Did it answer your questions or not?
★ What other questions did you have ?
Has your injury affected your relationships with friends or relatives in any 
way?
Informal support after treatment
-> Can you tell me about any other support and care that you have received 
from family and friends etc?
In what ways did they help you?
What other help/support would you have liked to have had?
Formal support after treatment
Which services such as hospital staff, physio /health visitor /social services/ 
psychological services etc have you used as a result of your injury? (also 
establish whether private or public)
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(LIST AND THEN FOR EACH MENTIONED ASK)
-> How did you find out about the service?
Was the service easy to access?
Why did you use this [service]?
Probes:
★ Explore reasons
★ How long after your injury did you contact this service? Do you wish 
you had accessed them earlier or later and why do you feel this?
Did you have to travel to the service?
Probes:
★ How did you travel there?
★ How did easy or otherwise was this?
In what ways did it help you deal with the injury?
Were there any ways the service hindered you in dealing with the injury?
What was good about this service?
In what ways do you feel this service could be improved?
What was bad about this service?
Would you use this service again?
Did anything stop or delay you seeking help from [name of service] after 
you were first injured or you first knew about it?
-4- Did anything make it hard or difficult for you to seek help from [name of 
service]?
★ For example, the way the services were organised
★ Was there appropriate travel -  was [name of service] in an easy to 
reach location?
-> Did anything make it easy for you to seek help and assistance from [name 
of service]?
Work life after treatment
-> How has the injury affected your work? Paid/unpaid?
★ Probe: (Length of time off/paid or not/ Self employment - issues?/ 
help from company/ any special requirements to help return to work 
-  were these requirements met and by whom?)
Financial
How has the injury affected you financially?
★ (Probe: benefits or compensation?) [Nb: self-employed do not 
receive benefits/ issues for self employed]
★ What information have you received about benefits/compensation
★ Who/where from?
★ Did it answer your questions or not
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★ What other questions did you have 
The role of transport
-> Have you made any changes to the way you travel as a result of being 
injured?
★ If so- Reasons for this
★ If so- Impact this has had on any other aspects of life ~ work etc
Perception of health
What impact has the injury had on your general health?
—> Have you had any other problems that you feel are as a result of your 
injury?
Emotion/s after treatment
-> How do you feel emotionally after your injury?
★ Probe: (have you felt a ‘bit low’ or ‘a bit down’ since the injury?)
★ How, if at all, has this affected you day to day
★ If so- have you spoken to anyone about how you feel?
o If so - to what extent has this helped you? 
o If not -  would you like to speak to someone and if so 
whom
Have you spoken to anyone about counselling? Been offered?
Perception of recovery
-4- When you think about recovering from your injury, what does this mean to 
you?
Is there anything that you used to do before the injury that you don’t do 
now?
★ Probe for any loss of confidence/ social life/inability to do certain tasks 
that you could do before
—> If not, do you expect to?/when?/how feel if not return to normal activities?
-> How long did it take you to resume normal activity (if you have)?
What helped the most?
★ Probe: service/individual/tool -  anything
★ In what ways?
★ Reasons for this?
And the reverse, what made it harder to recover?
★ Probe: service/individual/tool -  anything
★ In what ways?
★ Reasons for this?
★ Ways could be avoided?
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—> How well/quickly do you feel that you have recovered?
-> What do you think would have helped you to recover more quickly?
-> Have you had any set backs in your recovery?
- 4- What would you like to have happened differently with your treatment?
Perceived gap/s in the health services
- 4. In what ways, if at all, do you feel the health service or social services 
have not been able to help you?
—> What do you feel that you needed but did not receive?
★ (probe: psychological support as well as physical requirements)
- 4- Who could deliver these services?
How could they have improved your life/recovery?
General view of impact of injury
—> How would you describe the impact that your injury has had on your life? 
That was the last question...
- 4- Do you have anything else you would like to add about the use of services 
in relation to your injury and recovery or is there anything that I have not 
covered that you thought I would?
-> Do you have any questions?
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Appendix 14 
Certified translation office certificate
W .  (2 1 6 9 4 1  )
ûVA («%
I n rtll lÂ* AÏ8ja I I  jÜ t (ji SA-xxxaJI jÂl] *b 4-uu-uJA Jl^ -uîu
AaAAXIjII t'tl g •>il ^AAad I g 4wAlkWIJAj1 (jwX A5üuûAJ ûAaXXAJ A ‘Vj-V A_A^ JX
4u*UljAJt (jA jl jâj )ÂAJ
A l-N asekh  A l-A ra b i Establishm ent fo r certified translation  
services, certifies th a t the included translation is correct and  
true . Thus, legalize it.
■ ; .v .  i'- i
i :
s /
1 fv .v ii l  \ YA>n\\v/ *1 Y'VHiHi r tjü u - alnasekh@yahoo.eom : rv\>r vck»
297
Appendix 15
Amendments made to the topic guides used in the impact of injuries
study
For the patient group, topic guide changes were made as follows:
1. Heading Treatment of injury/Experience in hospital' was changed to 
Treatment of injury and experience in hospital’.
2. Probes (including enough/regular pain medication) in the question 
‘How do you feel about your experience in the hospital?’ under the 
‘Treatment of injury/Experience in hospital’ heading were deleted.
3. The heading ‘Home life’ was changed to ‘Home life after treatment’.
4. Sections such as GPs, meals on wheels, voluntary and charitable 
organisations in the question ‘What services, such as hospital staff, 
physio/health visitor/social services/psychological services etc., have 
you used as a result of your injury?’ under the ‘Formal support’ heading 
were deleted.
5. The ‘Informal support’ heading was changed to ‘Informal support after 
treatment’.
6. ‘Formal support’ heading were changed to ‘formal support after 
treatment’.
7. The heading ‘Work life’ was changed to ‘Work life after treatment’.
8. The question ‘Have solicitors been involved in your case?’ and probes 
under the heading ‘Financial’ were deleted.
9. The heading ‘Transport’ was changed to ‘The role of transport’.
10.The heading ‘Health’ was changed to ‘Perception of health’.
11 .The heading ‘Emotional’ was changed to ‘Emotion/s after treatment’.
12. The question 'Have you spoken to anyone about counselling? Been 
offered?’ was added under ‘Emotional’.
13. The heading ‘Gaps’ was changed to ‘Perceived gap/s in the healthcare 
services’.
14.The word NHS was changed to health services in the question ‘In what 
ways, if at all, do you feel the NHS or social services have not been 
able to help you?’ under the heading ‘Gaps’.
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For the clinician group, topic guide changes were made as follows:
1. The following questions under the heading ‘About your service' were 
deleted:
- Have there been any recent changes in the ways you provide your 
service? Using an example, can you tell me about them?
★ How have these changes been good?
★ How have these changes been less advantageous?
★ Have these recent changes altered the way you interact with 
your patients?
★ Have there been any changes to the way that you work?
- How do patients access your service (i.e. how do they find out about 
it)? Is this the most appropriate way or not?
- Where is your service located (hospital/GP surgery etc.)? Is this the 
most appropriate place/not?
- Do you think people find the service easy to access (e.g. transport)?
- Does the service provide a fixed number of sessions?
★ What happens at the patient’s last session (if service is 
fixed)? (Given any info/follow up/other contacts)
2. The heading ‘About you’ was changed to Background’.
3. The following questions under the heading ‘About you’ were deleted:
- What attracted you to working with injured people? [This question is 
also asking about the person’s professional background, and how they 
came to be involved in the service that they are providing.]
- How well do your current responsibilities meet your expectations of 
how you might be able to help injured people get better?
4. The heading ‘Service providers’ views on patients’ experience of 
coping with injury’ was changed to ‘Views on patients’ experience of 
coping with injury’.
5. The probe ‘How do these issues differ between elective vs. emergency 
patients?’ was added to the question ‘What do you think are the main 
issues that people with injuries deal with?’ under the heading ‘Service 
providers’ views on patients’ experience of coping with injury’.
6. The probe ‘How does this differ between elective and emergency 
patients? Including pre- and post-surgery information?’ was added to
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the question ‘What information do you think patients need about their 
injuries in order to cope with them?’ under the heading ‘Service 
providers’ views on patients’ experience of coping with injury’.
7. The probe ‘How does this information differ according to elective and 
emergency patients?’ was added to the question ‘What information do 
you think patients need about their treatment in order to cope with it?’ 
under the heading ‘Service providers’ views on patients’ experience of 
coping with injury’.
8. The following question under the heading ‘Service providers’ views on 
patients’ experience of coping with injury’ was added:
- Do you think there are differences in health care services provided 
after elective vs. emergency surgeries?
★ If so: In what ways? Explain more?
★ In what area/s? Reasons for this?
★ Do you think it has an effect on the patients in any way? How?
9. The following questions under the heading ‘ Gaps in services’ were 
deleted:
- In an ideal world, if you were able to redesign the service, what would 
you provide for patients? (This question is asking about unmet needs, 
but is phrased in a more proactive manner that will allow participants to 
say what they would like in an ideal world, rather than explaining why 
there are shortcomings in the current provision) (probes to be 
determined by examples from the interviews with injured participants 
and their carers)
- What makes it difficult for you/others to improve the services you 
offer, and develop the new services you have described? Can you give 
a recent example of some difficulties that you have faced in making 
changes to the help that you offer injured people?
★ Individual-level barriers on the parts of staff and patients, 
relating to existing preferences about what services should be 
delivered, by whom and how
★ Professional barriers in terms of existing roles and 
responsibilities
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★ Organisational barriers in terms of the way services are 
organised, financed, divided between agencies etc.
★ Policy barriers in terms of government priorities, barriers to 
joined-up working, targets etc.
- What would help you/others to improve the existing services or the 
development of the new services you have described? Can you give a 
recent example?
★ Individual-level facilitators such as pressure from patients or 
enthusiasm among staff for providing this kind of service
★ Professional facilitators such as a desire to transcend 
professional boundaries to improve provision
★ Organisational facilitators such as opportunities for new 
provision. Joint working between organisations, mutually agreed 
aims, improved cost-effectiveness or even cost savings
★ Policy facilitators such as public health targets, priorities, 
incentives to improve this kind of provision.
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Appendix 16 
Research strategy
A comprehensive, computerised series of literature searches was carried out 
using the following electronic databases: CINAHL with full text, MEDLINE, 
Science Direct, Cochrane Library, SAGE Journals online and the University of 
Surrey search engine (Summon). In addition, Google scholar was used to 
identify grey literature.
A combination of the following words and phrases was used with no restriction 
on years during the litrature search: ‘injury’, ‘trauma’, ‘traumatic injury’, ‘lower 
limb’, ‘Saudi Arabia’, ‘Arab, ‘Middle East’, ‘Muslims’, ‘Islam’, ‘religion’, ‘culture’, 
‘consequences of injury’, ‘psychosocial’, ‘healthcare’, ‘emergency’, ‘surgery’, 
‘hospital’, ‘return to work’, ‘social’, ‘psychology’, ‘psychological’, ‘physical’, 
‘impact’, ‘locus of control’, ‘passivity’, ‘fatalisim’, ‘beliefs’, ‘helplessness’, 
‘experience’, ‘rehabilitation’, ‘communication’, ‘information’, ‘continuity of care’, 
‘attitude’, ‘systematic review’, ‘meta-analysis’, ‘critical review’, ‘nurse’, 
‘orthopaedic’, ‘psychiatry’, ‘psychiatric’, ‘physical therapy’, ‘support’, 
‘clinicians’, ‘healthcare professionals’, ‘preferences’, ‘decision-making’, ‘pre 
surgery’, ‘post surgery’, ‘empower’, ‘empowerment’, ‘triage’, ‘safety’, risk’, 
‘illness’, ‘illness trajectory framework’, ‘holistic’, ‘knowledge’, ‘education’, 
‘preparation’, ‘stigma’, ‘mental’, ‘collaboration’, ‘predisposing’, ‘financial’, 
‘family’, and ‘biopsychosocial’.
Additionally, the common Medical Subject Heading (MeSH) terms used in 
MEDLINE were: Adaptation, Psychological*, Pain/psychology*, Patient 
Education as Topic*, Sick Role*, Sensation*, Aftercare/utilization, Disability 
Evaluation, Disabled Persons/statistics and numerical data. Health 
Services/utilization*, Wounds and Injuries/physiopathology, Wounds and 
Injuries/rehabilitation*, Wounds, Nonpenetrating/physiopathology, Wounds, 
Nonpenetrating/rehabilitation, Employment/statistics and numerical data*. 
Fractures, Bone/rehabilitation*, Leg Injuries/rehabilitation*, Lower 
Extremity/injuries*, Risk Factors, Social Support, Socioeconomic Factors, 
Employment/psychology, Leg Injuries/psychology, Orthopedic Procedures,
302
Arthroplasty, Replacement, Hip, Pain, Postoperative, Preoperative Care, 
Outcome Assessment (Health Care), Stress, Psychological, Postoperative 
Complications, Surgical Procedures, Stress Disorders, Post-Traumatic, 
Accidents, Traffic, Adaptation, Psychological, Health Status*, Anxiety 
Disorders, Depression, Mental Disorders, Athletic Injuries, Disease 
Susceptibility, Hospitalization, Prevalence, Trauma Severity Indices, 
Complementary Therapies, Health Knowledge, Attitudes, Practice, Patient 
Acceptance of Health Care*, Patient Satisfaction*, Saudi Arabia, Pain 
Management, Primary Health Care, Religion and Medicine*, Spirituality*, 
Activities of Daily Living, Attitude to Health, Health Promotion, Safety*, 
Attitude of Health Personnel.
Finally, all results were checked for relevance by inspection of the titles and 
abstracts. All reference lists from all relevant articles were checked manually 
for additional references.
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Appendix 17
Analysing the data using the MAXQDA 10 data analysis software
package
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: Interviewer Did anything make it hard or difficult for you to seek help from physical therapy? For exam ple, the way the service was organised?
Interviewee No. nothing
Interviewer W as  there appropriate tra-zel?
: Interviewee M y father s fnend has a big car a van and he lent it to my father W e took the chairs out so that my wheelchair lit in If it wasn't for
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' Interviewer Did anything make it easy for you to seek help and assistance from physical theiapy?
I f  Interwewee The appointments I was seeing them once a week my condition didn't necessitate more than that
11 - Interviewer Has your injury affected your studies?
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Appendix 18 
Date collection process start/end certificate
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Appendix 19 
Dissemination of the study findings
The current study has been presented on six different occasions. First, the researcher 
presented the available literature, the study rationale, the aims and objectives of the 
study and the proposed study methodology at the University of Surrey Faculty of 
Health and Medical Sciences Festival of Research (5th July 2011, poster 
presentation). Additionally, it was also presented at the School of Health and Social 
Care symposium in 2011 at the same university (oral presentation).
The preliminary findings of the study were introduced at the University of Surrey 
Postgraduate Research Conference on 31st January and 1st February 2012 (poster 
presentation). Furthermore, the preliminary findings were also presented at the 4th 
KSU International Orthopaedic Symposium and Workshops, under the theme of 
“Adult Lower Limb Reconstruction”, on the 4-6 October 2011 in Saudi Arabia (oral 
presentation).
In addition, the results were introduced at the 3rd Postgraduate Research Conference 
29*^- 30th January 2013 at the University of Surrey (poster presentation), and was 
also be presented at the doctoral group meeting on the 5th November 2013 at the 
University of Surrey.
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